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With Nitranitol hypertensives can return 
toa more normal life... sooner 


Because of its direct action on 
the arterioles, Nitranitol pro- 
vides Sare, GRADUAL, Pro- 
LONGED vasodilation, now in 6 
dosage forms. 


Nitranitol 
Mannitol hexanitrate 32 mg. 


Vasodilation plus sedation: 
Nitranitol 

with Phenobarbital 

Mannitol hexanitrate 32 mg. 

Phenobarbital... .. . 16 mg. 
Protection in capillary fragility: 
Nitranitol 

with Phenobarbital 

and Rutin* 

20 mg. 


When threat of cardiac failure exists: 
Nitranitol 

with Phenobarbital 

and Theophylline* 

with Theophylline. .100 mg. 


For refractory cases of hypertension: 
Nitranitol P. V.* 
with Alkavervir...... 1 mg. 
(A special alkaloidal fraction 
of Veratrum viride, biologi- 
cally standardized for hypo- 
tensive activity.) 


NEW 


Nitranitol R.S. 
...for direct vasodilation plus 
added hypotensive and seda- 
tive actions of RAUWOLFIA, 

Mannitol hexanitrate.32 mg. 

Rauwolfiaserpentina.0.5 mg. 


*Each contains Nitranitol 32 mg. 
and Phenobarbital 16 mg. 


DOSAGE: In blood pressures 
over 200 systolic, 2 tablets 4 
times daily. In other cases, 1 
or 2 tablets every 4 to 6 hours. 


NOTE: Nitranitol is exceptionally 
stable, assuring potency, so im- 
portant in hypertensive medication. 

Trademark ‘Nitranitol P. V.’ 


Restricted activity and frequent laboratory checkups are 
often a concern to the patient. You can return many 
hypertensives to a more normal life with Nitranitol. Because 
of its low toxicity, blood pressure is safely lowered—side 
effects are the exception rather than the expected. 
Nitranitol acts directly on the arterioles to produce gradual 
vasodilation. Jt maintains lowered pressures for 

prolonged periods. 


Why not start your hypertensive patients on Nitranitol—the <- ae 


universally prescribed drug for essential hypertension? 


Nitranitol 


MERRELL’S SAFE, GRADUAL, PROLONGED-ACTING VASODILATOR CINCINNATI 
New York St. Thomas, Ontario 


The Wm. S. Merrell Company . . . Pioneer in Medicine for 125 Years. 


This chart shows the blood pressure response you 
can produce for your hypertensive patients. 
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Abnormal Motility as the Cause of Ulcer Pain 


Until recently the general opinion was held that 
ulcer pain was primarily caused by the presence of 
hydrochloric acid on the surface of the ulcer. 

Present investigations'? on the relationship of 
acidity and muscular activity to ulcer pain have led 
to the following concept of its etiologic factor: 


**...abnormal motility? is the fundamental 
mechanism through which ulcer pain is pro- 
duced. For the production and perception of 
ulcer pain there must be, one, a stimulus, HC1 
or others less well understood ; two, an intact 
motor nerve supply to the stomach and duo- 
denum ; three, altered gastro-duodenal motility ; 
and four, an intact sensory pathway to the 
cerebral cortex.” 


Clinical Application of Pro-Banthine® 


Pro-Banthine has been demonstrated consistently to 
reduce hypermotility of the stomach and intestinal 


tract and in most instances also to reduce gastric 
acidity. Dramatic remissions! in peptic ulcer have 
followed Pro-Banthine therapy. These remissions 
(or possible cures) were established not only on the 
basis of the disappearance of pain and increased 
subjective well-being but also on roentgenologic 
evidence. 

Pro-Banthine (Beta-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) has other fields of usefulness, 
particularly in those in which vagotonia or para- 
sympathotonia is present. These conditions include 
hypermotility of the large and small bowel, hyper- 
emesis gravidarum, certain forms of pylorospasm, 
pancreatitis and ureteral and bladder spasm. 

1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 


A Clinical Evaluation of a New Anticholinergic Drug, Pro- 
Banthine, to be published. 

2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and Texter, 
E. C., Jr.: Mechanism of Pain in Peptic Ulcer, Gastroenterology 
23 :252 (Feb.) 1953. 


SEARLE Research in the Service of Medicine 


RELIEVES PAIN, 
ENGORGEMENT 
AND INFECTION 


PNS 


SUPPOSITORIES 


Anesthetic 
.--Decongestant 
.-- Anti-Infective 


Greater comfort in hemorrhoidal and simple 
inflammatory rectal conditions is now possible 
with PNS Suppositories—a combination of 
anesthetic, decongestive and bactericidal 
ingredients. 


FORMULAS Each suppository contains the following in a cacao butter base: 


Pontocaine® hydrochloride. . . 10 mg. 
Neo-Synephrine® hydrochloride 5 mg. 
Sulfamylon® hydrochloride . . . 0.2 Gm. 
Bismuth subgallate....... 0.1 Gm. 


With PNS Suppositories pain is quickly 

brought under control; swelling and 

inflammation are reduced; infection is 

combated. Indicated for the relief and Sans ne 
symptomatic treatment of uncomplicated 18, N.Y. » WINDSOR, ONT. 
hemorrhoids; before and after hemor- 

rhoidectomy or sclerosing therapy. 

Boxes of 12 


PNS, Pontocaine (brand af tetracaine), Neo-Synephrine (brand of phenylephrine! and 
Sulfamylon (brand of mofenide), trad reg. U. S. & Canada 
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The Maternity Shelter 
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dressed to the Editorial and Business Offices: Broadway at A pictorial pr tation of a method for giving outpatient 
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Many chronic asthmatics are being restored to normal 
activity by the potent bronchodilating action and 
unique convenience of NORISODRINE Sulfate powder. 
When an attack threatens, the patient merely 
takes three or four inhalations from the pocket-sized 
AEROHALOR, and the bronchospasm usually subsides 
Gatun mein. promptly. He stays on the job; needs no 
Ann. Allergy, 9:89, Jan.-Feb. injections or cumbersome equipment. 
Clinical studies'** show the effectiveness of 
Inhalation in Severe Asthma, Ann. NORISODRINE in mild and severe asthma. Toxicity is 
relatively low, and “fastness” to the drug is rarely 
ivy, A. (1949), The Inhalation of encountered. With proper administration 
; ea side effects are few and usually mild. 
Sulfate Dust), J. Allergy, 20-111, Before prescribing NoRISODRINE, please write to 
March. Abbott Laboratories, North Chicago, Illinois, for 
literature explaining administration, dosage, and 
precautions. NORISODRINE Sulfate powder 10% and 25% 
is supplied in multiple-dose cartridges. 
The AEROHALOR is prescribed separately. Obbott 


SULFATE POWDER 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


In sifter cartridge for use with the AEROHALOR®, 
Abbott’s powder inhaler 


GP ¢ Volume Vill, Number 6 


| 
=o 
4 
2 
+ 
+ 


DEPARTMENTS 


Secretary’s Newsletter . 


opposite page 8 
This Month’s Authors . . 17 


Yours Truly 


Hold the Pace ... Doctor's Christmas ... Antidote for 
Sexuality ... Causes for Backache ... Pros and Cons of 
OASI . . . Family Physicians and Public Healfh . . . Osteopath 
Question Demands Settlement ... “Why Some Doctors 
Should Be in Jail” 


Tips from Other Journals . . .. 81 


Incidence of Thyroid Cancer ... Dicumarol and liver 
Function . . . Test for Arterial Spasm . . . Sedimentation Rate 
in Heart Failure ... Estrogens and Atherosclerosis ... 
Gangrene Due to Atherosclerosis . . . Significance of Nipple 
Discharge ... Total Body Radiation ... Cysteamine for 
Protection Against X-rays . . . Pulmonary Granulomatosis . . . 
Detection of Cancer of the Cervix . . . X-ray Film in Diagnosis 
of Acute Abdomen .:. Operative Stress in Endocrine 
Disease . . . Streptomycin in Silicotuberculosis . . . Treatment 
of TB in Psychotics . . . X-ray Therapy for Cancer of Esoph- 
agus . . . Cavities in Metastatic Lung Cancer . . . Ulcerative 
Colitis in Older People . . . Liver Nodules . . . Treatment of 
Frostbite ... ACTH in Asthma and Emphysemo .. . Hyper- 
calcemia of Sarcoidosis ... Auscultation of the Acute 


Abdomen . . . Hepatolithiases . . . Toxicity of Isoniazid .. . 
Fibrosarcoma of the Breast ... Pancreatic Cysts . . . Intra- 
venous Hypertonic Glucose ... Side-to-Side Intestinal 
Anastomosis . . . Pulmonary Tularemia 


Information Please ....... 97 


Prevention of Tetanus ... Nephotoxicity of Mercurial 
Diuretics . . . Trichomonas Vaginitis in Children . . . Control 
of Allergic Reactions ... Fibrous Dysplasia of Bone ... 


Treatment of Arthritis . . . Nembutal-Scopolamine Injections 


Business and Economics ... . . 99 


Your Federal Income Tax, by G. A. Donohue . . . Medical 
Coverage Shows Big Increase ... Social Security—How 
Much? ... Trends and Events in the Nation's Capital .. . 
You Don't Have To Take It, by Charles Fitz-Patrick ... 
Conference Reassesses Medical Education . . . Compensation 
Cases Should Be Handled Right!, by Charles E. Nyberg and 
Ruth Q. Sun 


The Practitioner’s Bookshelf . 


Academy Reports and News . . . . 131 


Tuesday Program at Cleveland To Feature Important Men 
and Subjects . . . Schedule of Events Sixth Annual Scientific 
Assembly ... New Committee To Select General Practi- 
tioners’ AMA Exhibit ... Generali News ... Academy 
Officer's Profile ... On the Calendar . .. Medical Bulletin 
Airs Viewpoints of AAGP Member and Evarts Graham 


ILOTYCIN 


(ERYTHROMYCIN, LILLY) 


CRYSTALLINE 


Litty 


The Originator of 
Erythromycin 


GP « December, 1953 


te 
; 
. 
at 
4 
5 


You wouldn’t 
prescribe 
15 apples 


Yet, it would take 
about that many 
apples to equal the 100 mg. 
ascorbic acid content 
of a single capsule of 
“Beminal” Forte with Vitamin C. 
This preparation also contains 
therapeutic amounts of important 
B complex factors, and is 
particularly recommended for 
use pre- and postoperatively 
and whenever high 
B and C levels are required. 


Thiamine HCI 
Riboflavin (By) 
Nicotinamide 


AYERST, McKENNA & HARRISON LIMITED «+ New York, N. Y. « Montreal, Canada 
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MEMO FROM 


THE PUBLISHER 


eS Once again the season of yule logs and 
holly wreaths heralds the close of another 
year LN Our joy in the season is enhanced 
by the opportunity it gives us to express 
our deep appreciation to all those whose 
interest, loyalty, and co-operation have 
meant so much to us throughout this year 
of 1953—Readers . . . authors . . . adver- 
tisers . . . friends without portfolio Rk 
Looking forward to many more years of 
serving you and working with you, our 


Officers, Publication Committee, and Staff 


join me in extending to you the warmest of 


K Season’s Greetings 


—M.F.C. 
7 


“..for the first time in his life 


he developed a real appetite.” 


Here is a case history from a Philadelphia Pediatrician. It illustrates 
the clinical results achieved with “Trophite’ in below-par children: 


Patient: Jim B., age 12, height 55 inches, weight 75 pounds. “. . . 
had been a very marked feeding problem since birth . . . was always called 
the ‘runt’. . . a psychological problem.” 


Treatment: “He was started on “Trophite’ and for the first time 
in his life he developed a real appetite.” One teaspoonful of “Trophite’ 
daily for 2 years. 


Results: During first year he gained 13 pounds and grew 3 inches. 
“His appetite continued to improve ...” At the end of 2 years he weighed 
108!2 pounds and was 6314 inches tall—a total gain in weight of 33's 

pounds and increase in height of 8% inches. 


Comment: “...no longer the ‘runt’ in his class... a much happier and 
better adjusted child.” 


Smith, Kline & French Laboratories, Philadelphia 


to increase appetite and gro 
in below-par children 


One teaspoonful (5 cc.) delivers 25 mcg. of Vitamin Bj» and 


*T.M. Reg. U.S. Pat. Off. 10 mg. of Vitamin B,. 
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Secretary's Newsletter 


DECEMBER 1953 SIGNIFICANT EVENTS 


Committee To Study 
Harmful Publicity 


Academy Officers Meet 
With Board of Trustees 


Fail To Authorize 
Division of Fees 


>» The AMA Board of Trustees will appoint a special committee 
with broad representation through the profession "to study 
the problems of public relations created by recent adverse 
publicity." It will report back at the San Francisco meet-— 
ing next June. This was the chief point of interest to the 
Academy in an otherwise remarkably unexciting AMA Interim 
Meeting in Saint Louis last week. 

The resolution directing the Board to take such action was 
introduced by Dr. John Burton of Oklahoma, following consul— 
tation with Academy officers. It was as close as the House 
of Delegates came to mentioning the American College of Sur- 
geons by name during consideration of its inimical publicity 
program described here last month. That it was completely 
endorsed by the delegates is revealed in the fact there was 
no opposition when the reference committee came in with a 
favorable report "approving the intent" of the resolution. 
It stated that "published statements of certain medical 
spokesmen concerning alleged unethical practices have tended 
to destroy the confidence of patients in their physicians." 
> Prior to the delegates meeting, the Academy Executive Com— 
mittee met with representatives of the AMA Board of Trustees 
to discuss means of counteracting the harmful results of the 
College of Surgeons campaign and the public statements of 
its spokesmen. 

Next day AMA President E. J. McCormick, in his address to 
the delegates, again without naming names, blasted the "pro— 
gram of national publicity emphasizing the defects of a 
small number of doctors and heaping upon the great percent— 
age of honest physicians and surgeons the sins of a few." 

He called for a program to "restore the full confidence of 
the public in our profession." His address was roundly ap- 
plauded. 


> An Iowa resolution to approve combined statements when two 
or more independent doctors render services in a case pro-— 
vided the names and charges of each are shown was not ap— 
proved. It was referred to the Judicial Council, now on 
record against combined bills. The Council will report at 
the June, 1954, meeting. 


Opponents of the resolution before the reference committee 
argued that referring physicians and assistants can in all 
cases render a bill and collect for their services as easily 
as the surgeon. They pointed out combined bills did make it 
possible for dishonest surgeons to give secret kickbacks to 
obtain referrals. 


In its report to the House the Judicial Council rapped 
physicians who own clinic buildings and lease space for a 
pharmacy on a percentage rental. Any doctor who has a fi- 
nancial interest in a pharmacy is guilty of unethical con- 
duct, said the AMA's "supreme court." 
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Assure Representation 
Of Joint Commission 


Academy Board Adopts 
New Forward Program 


Nominating Committee 
Is Appointed for 1954 


>» The House turned down a Michigan resolution to permit the 
AAGP to name two representatives on the Joint Commission on 
Accreditation of Hospitals with the announcement the Board 
of Trustees had assured the reference committee it would 
continue the present practice of having two of the six AMA 
representatives general practitioners. The Joint Commission 
was directed to publish articles explaining the regulations, 
especially the methods for appeal of its rulings. 


With a minimum of debate the house disposed of numerous 
other resolutions and before adjourning elected 80—year-—old 
Academy member Joseph I. Greenwell, of New Haven, Kentucky, 
General Practitioner of the Year. 


The ladies' program was enlivened by a gift for each con- 
sisting of a lei from Academy member and delegate from Hono- 
lulu Homer M. Izumi. 


General practitioners present were pleased by the Chairman 
of the AMA's Committee on Mental Health, Dr. Leo Bartemeier, 
when he told the public to "go to your family doctor with 
your medical problems no matter what the trouble is." The 
former President of the American Psychiatric Association re-— 
leased a report for the press urging patients to "have faith 
and trust in your family physician and stick with him," and 
telling them to go to a specialist only when referred by the 
family doctor. 


> During a two-day meeting preceding the AMA session the 
Academy's Board approved a statement issued by President 


Bryner for the Saturday Evening Post. it will soon publish 
an article on fee-splitting. 


The statement pointed out that, "The public will be pro- 
tected against secret fee-splitting, unnecessary surgery, 
and_exorbitant fees by surgeons if every family has a family 
doctor." 


An ambitious and progressive project for the Academy's 
program of the future presented by Treasurer H. T. Jackson 
was enthusiastically approved by the Board. Among other 
things it would require candidates for membership to com- 
plete a period of residency training in general practice. 


Full details of a new project in professional and public 
relations proposed by Dr. Merrill Shaw and adopted by the 
Board will soon be announced. The Academy's popular Vice- 
President is gravely ill and was unable to attend the 
meeting. 


The Board of Directors announced the 1956 Assembly would 
be held in Washington, D. C., and appointed Dr. Francis P. 
Rhoades of Detroit to fill a vacancy on the Scientific As-— 
sembly Committee created by the death of Dr. Allen C. Gibbs 
of Oklahoma. 


Before adjourning, the Board: Received reports from both 
the Committee on Scientific Assembly and the Insurance Com- 
mittee which also met in Saint Louis . 


Approved a proposed amendment to increase Academy dues by 
$10 per year . 


Disapproved a proposal to expand the Annual Assembly from 
four to five days ... and. 


> The Board of Directors named Dr. Fount Richardson of Ar- 
kansas Chairman of the Nominating Committee for next year's 
meeting. Other members are: Herbert L. Hartley of Washing- 
ton, C. B. Harwood of Vermont, A. E. Ritt of Minnesota, and 
Harry T. Southworth of Arizona. Alternates are Floyd C. 
Bratt of New York, D. P. Harvey of Kentucky, George Lemon of 
Ohio, and W. A. Sams of North Carolina. 
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WARREN - TEED 


non-antibiotic 
anti-allergenic 
nasal vasoconstrictor 


THE WARREN-TEED PRODUCTS COMPANY COLUMBUS 8 OHIO 


les Angeles =‘=Portland Dallas Chattanooga 
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even a “first-time father” 
can prepare it with ease 


Though “‘boiling water” is the extent of 
his culinary skill, the newest of fathers 
can, with Similac Liquid, readily prepare 
a formula closely approximating human 
breast milk in nutritional quality and 
digestibility. 


One part Similac Liquid added to one part 
sterilized water provides the standard 
20 eal. oz. feeding formula. 


SO SIMILAR TO HUMAN BREAST MILK: there is no closer 
equivalent to the milk of healthy, well-nourished mothers 
in prepared liquid form than 


Liquid 
Supplied: Tins containing 13 fl. oz. 


Der religu, pp, Ual- Also available: SIMILAC Powder, 
By qu, tins containing 1 lb. 


Columbus 16, Ohio 
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State Chapter Presidents and Secretaries 


Alabama. President: J. N. Caamicuart, M.D., 4614 Carnegie 
Ave., Fairfield; Secretary-treasurer: W. A. Dozier, Jr., 
17 Molton Street, Montgomery 


Arizona. President: Donatp G. Cartson, M.D., 543 E. 
McDowell Rd., Phoenix; Secretary-treasurer: KENNETH 
Hersst, M.D., 8625 North Why Worry Lane, Phoenix 


Arkansas. President: James M. Kors, M.D., Box 472, Clarks- 
ville; Secretary-treasurer: C. C. Lone, M.D., Ozark 


California. President: Mertin Newkirk, M.D., 3224 Santa 
Ana St., South Gate; Secretary-treasurer: ANTONIO J. 
Franzi, M.D., 4808 Mission St., San Francisco; Executive 
Secretary: Wituiam W. Rocers, 461 Market Street, San 
Francisco 


Colorado. President: Lawrence Bucuanan, M.D., Wray; 
Secretary: R. M. Maut, M.D., 2704 West 32nd Avenue, 
Denver; Treasurer: Tuomas E. Best, M.D., 3705 East 
Colfax, Denver 


Connecticut. President: Epwin R. Connors, M.D., 416 
Boston Avenue, Bridgeport; Secretary-treasurer: PETER 
J. Scararetto, M.D., 410 Asylum Street, Hartford 


Delaware. President: S$. W. BarrosHesky, M.D., 830 Spruce, 
Wilmington; Secretary: Marsorte E, Conran, M.D., 519 
Philadelphia Pike, Wilmington; Treasurer: Ropert S. 
SEEHERMAN, M.D., 915 Washington, Wilmington 


D.C. President: Lewis A. Krein, M.D., 2901 16th St., N.W., 
Washington; Secretary-treasurer: SAMUEL Diener, M.D., 
2808 Ordway St., N.W., Washington 


Florida. President: R. R. Kittincer, M.D., 225 W. Ashley 
St., Jacksonville 2; Secretary-treasurer: LEo M. WACHTEL, 
M.D., 442 St. James Bldg., Jacksonville 2 


Georgia. President: H. L. Curves, M.D., Union Point; 
Secretary-treasurer: Maurice F. Arnotp, M.D., Hawkins- 
ville 


Idaho. President: Frankuin C. Davin, M.D., 407 Continental 
Bank Bldg., Boise; Secretary-treasurer: Joun T. BRUNN, 
M.D., 123 E. Idaho, Meridian 
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IMinois. President: Puiny R. BLopcerr, M.D., 1544 Vincennes 
Ave., Chicago Heights; Treasurer: Cart G. SACHTLEBEN, 
M.D., 7905 Cottage Grove, Chicago 19; Executive Secre- 
tary: H. Marcumont-Rosinson, M.D., 14 East Jackson 
Blvd., Chicago 4 


Indiana. President: R. Tinpau, M.D., 505 S. 
Harrison St., Shelbyville; Secretary-treasurer: NORMAN 
R. Boourr, M.D., 447 East 38th St., Indianapolis 


lowa. President: Paut F. Cuestnut, M.D., 115 W. Court 
Ave., Winterset; Secretary-treasurer: WILLIAM M. Sprout, 
M.D., 912 Equitable Bldg., Des Moines 9; Executive- 
Secretary: Mrs. Euizaseru B. Netson, 3600 Franklin Ave., 
Des Moines 10 


Kansas. President: Georce E. Burker, M.D., 138% Main 
Street, Kingman; Secretary-treasurer: Harotp L. Low, 
M.D., 3910 East English, Wichita; Executive Secretary: 
Mr. Gene Witcox, 406 State Bank Building, Winfield 


Kentucky. President: Kerr P. Smirn, M.D., 109 Center, 
Corbin; Secretary-treasurer: D. G. Mutter, Jr., M.D., 
Morgantown 


Louisiana. President: Joun W. Atkinson, M.D., 320 Huey P. 
Long Ave., Gretna; Secretary: E. A. Farrer, M.D., 822 
Maison Blanche Bldg., New Orleans; Treasurer: Epwin R. 
Guipry, M.D., 1343 Annunciation St., New Orleans 


Maine. President: CiypE I. Swerr, M.D., 18 Sherman St., 
Island Falls; Secretary-treasurer: W. H. Boynton, M.D., 
Paradise Road, Bethel 


Maryland. President: Harotp PiumMer, M.D., P. O. Box 
95, Preston; Secretary-treasurer: NarHan E. NEEDLE, 
M.D., 4215 Park Heights Ave., Baltimore 15 


Massachusetts. President: James G. Simmons, M.D., 30 
Myrtle Ave., Fitchburg; Corresponding Secretary: R. 
AbELAIDE Draper, M.D., 1107 Washington St., Dorchester ; 
Treasurer: Danie. M. RocGers, M.D., 2 Cherry Street, 
Wenham 


Michigan. President: Frepertck E. Lucer, M.D., 303 North 
Jefferson Ave., Saginaw; Secretary-treasurer: Russet F. 
Fenton, M.D., 15125 Grand River Ave., Detroit 27 

(Continued on page 13) 


| 
wee 


for all ages 


Taste Toppers » « « that’s what physicians and 


‘Terra mycin 


BRAND OF OXYTETRACYCLINE 


(Pfizer) PFIZER LABORATORIES, Brooklyn 6, N. Y., Division, Chas, Pfizer Co, Inc 


patients alike call these two 


favorite dosage forms of 
Terramycin because of their 
unsurpassed good taste. 
They’re nonalcoholic — a treat 
for patients of all ages, 

with their pleasant raspberry 
taste. And they’re often the 


dosage forms of first choice 
for infants, children and 


adults of all ages. 


Pediatric Drops 


Each cc. contains 100 mg. of pure 
crystalline Terramycin. Supplied in 


10 cc. bottles with special dropper 


calibrated at 25 mg. and 50 mg. 


May be administered directly or mixed 
with nonacidulated foods and 

liquids. Economical 1.0 gram size 
often provides the total dose required 
for treatment of infections of average 


severity in infants. 


Supplied: Bottles of 1.0 Gm. 


Oral SUSPENSION (ravored 


Each 5 cc. teaspoonful contains 250 mg. 


of pure crystalline Terramycin. Effective 
against gram-positive and gram-negative 
bacteria, including the important 
coli-aerogenes group, rickettsiae, 


certain large viruses and protozoa. 


Supplied: Bottles of 1.5 Gm. 
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(Continued from page 11) 

Minnesota. President: CHartes C. Cooper, M.D., 322 Hamm 
Bldg., St. Paul; Secretary-treasurer: RoBERT RICHARDSON, 
M.D., 2395 University Avenue, St. Paul; Executive Secre- 
tary: James A. Brake, M.D., 15-9th Avenue, South, 
Hopkins 


Mississippi. President: P. Crensuaw, M.D., Collins; 
Secretary-treasurer: E. Lotreruos, M.D., Box 
1435, Jackson 


Missouri. President: F. Wacensacu, M.D., 4717 
Morganford Rd., St. Louis 2; Secretary-treasurer: P. V. 
Srecet, M.D., Bothwell, Memorial Hospital, Sedalia 


Montana. President: J. A. Muetter, M.D., 407 Montana 
Building, Lewistown; Secretary-treasurer: Rosert H. 
Leeps, M.D., Chinook 


Nebraska. President: Frank J. Mnux, M.D., 3374 South 
13th St., Omaha; Secretary-treasurer: W. E. HUNGERFORD, 
M.D., 1904 Spencer Street, Omaha 


Nevada. President: H. E. Betnap, M.D., 1129 D St., Sparks; 
Secretary-treasurer: C. Davin Lamairp, M.D., 201-15th 
Street, Sparks 


New Hampshire. President: IsrazL A. Dinerman, M.D., 
Mechanic St., Canaan; Secretary-treasurer: WiuiaM F. 
Putnam, M.D., Lyme 


New Jersey. President: Epwin Rosner, M.D., 814 Haddon 
Avenue, Collingswood; Secretary-treasurer: ArTHuR P. 
Trewuewta, M.D., 376 Fairmount Ave., Jersey City 


New Mexico. President: Ear: Matone, M.D., 302 West 
Tilden, Roswell; Secretary-treasurer: W. D. SepGwick, 
M.D., 122 West Hadley, Las Cruces 


New York. President: Wiuuam G. Ricutmyer, M.D., 98 
Willett St., Albany 6; Secretary-treasurer: Raymonp S. 
McKeesy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Wayne J. Benton, M.D., 514% 
S. Elm St., Greensboro; Secretary-treasurer: Joun R. 
Benver, M.D., 820 Nissen Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Crarx, M.D., 
Casselton 


Ohio. President: Georce H. Lemon, M.D., 355 E. Broadway, 
Toledo 5; Secretary-treasurer: Eart D. McCatuister, 
M.D., 1113 Bryden Road, Columbus 5 


Oklahoma. President: ALLEN G. Gisss, M.D., 521 N.W. 11th, 
Oklahoma City; Secretary-treasurer: Eumer RipGEeway, 
Jr., M.D., 2750 N.W. 23rd St., Oklahoma City 


Oregon. President: Ennis Keizer, M.D., 876 Virginia Ave., 
North Bend; Secretary-treasurer: Joun M. Boyer, M.D., 
220 Medical Center Bldg., Eugene 


Pennsylvania. President: Cuartes K. Rose, Jr., M.D., 2115 
Hanover Ave., Allentown; Secretary-treasurer: Horace 
W. Esusacu, M.D., 4203 Ferne Blvd., Drexel Hill 


Rhode Island. President: Perer C. H. Ertnakes, M.D., 1425 
Main, West Warwick; Secretary-treasurer: RicHaRD J. 
Kraemer, M.D., 2907 Post Road, Greenwood 


Seuth Carolina. President: W. Wyman Kinc, M.D., 302 
Saluda Ave., Batesburg; Secretary-treasurer: Horace M. 
Wurrwortn, M.D., 301 E. Coffee St., Greenville 


South Dakota. President: Roperr A. BucHanan, M.D., 76 


3rd St., Huron; Secretary-treasurer: Joun A. KITTELsON, 
M.D., 721 South Walts Ave., Sioux Falls 


Tennessee. President: L. A. Kuerrer, M.D., Coane St., 
Harriman; Secretary-treasurer: D. J. Jouns, M.D., 313 
Bennie-Dillon Bldg., Nashville 


Texas. President: Cxci, Forrest Jorns, M.D., 5644 Lawn- 
dale, Houston ; Secretary-treasurer: Woopson W. Harris, 
M.D., 1410 Nickerson Street, Austin 


Utah. President: W. Ezra Cracun, M.D., 110 North First, 
East, Logan; Secretary-treasurer: J. Poutson Hunter, 
M.D., 3007 Highland Drive, Salt Lake City 


Vermont. President: RoGer W. Mann, M.D., Jeffersonville; 


Secretary-treasurer: H. Herincer, M.D., 37 
Buell St., Burlington 


Virginia. President: Brewster A. Hopkins, M.D., P.O. Box 
26, Stuart; Secretary: W. Linwoop Bait, M.D., 714 North 
Boulevard, Richmond 20; Treasurer: Cart W. Meapor, 
M.D., 2716 Grove Ave., Richmond 20; Executive Secre- 
tary: (Mrs.) Heren M. Sevier, 1105 West Franklin, 
Richmond 20 


Washington. President: Joun E. Ganrincer, M.D., Medical 
Arts Building, Wenatchee; Secretary-treasurer: ROBERT 
McC. O’Brien, M.D., Medical Center Building, Spokane 


West Virginia. President: Cart B. Hau, M.D., 1601 W. 
Washington, Charleston; Secretary-treasurer: Hatvarp 
Wancer, M.D., Box 175, Shepherdstown 


Wisconsin. President: Jerome Watrer Fons, M.D., South- 
gate, 3333 S. 27, Milwaukee; Secretary-treasurer: ROBERT 
F. Purtewt, M.D., 758 North 27th St., Milwaukee 8 


Wyoming. President: Ext Cuester Ripceway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wutarp H. Pennoyer, M.D., 314 Hynds Building, 
Cheyenne 


Hawaii. President: Toru Nisnicaya, M.D., 764 Kapahulu 
Ave., Honolulu; Secretary-treasurer: Ropert D. 
M.D., Young Hotel Bldg., Honolulu 


@ The American Academy of General Practice is a national association of physicians engaged in the general practice of medicine and surgery. 
It is dedicated to the belief that general practice is the keystone of American medicine, and to the conviction that continuing study is the basis 
of sound general practice. It is the role of GP, official publication of the Academy, to provide constantly the best postgraduate literature in all 
phases of general practice in its scientific section. In other regular departments it carries articles and official reports pertinent to the work of 


the Academy's fifteen standing committees. 


GP « December, 1953 


hen 
13 


Stop those sneak raids with 


‘MELOZETS’ 


METHYLCELLULOSE WAFERS* 


Constant nibbling from morning until midnight adds calories 
by thousands—the most common cause for overweight. You can 
help these patients lose weight when you suggest that, instead 
of a snack, they eat ‘MELOZETS.’ 

A most important value of ‘MELOzETs’ is that they are a 
“drugless” help to any reducing regimen. 

“MELOZETS’ look and taste like graham crackers; each con- 
tains 1.5 Gm. of methylcellulose. Eating ‘MELOZETS’ gives a 
sense of satisfying fullness, which blunts the appetite. Yet each 
wafer supplies only about 30 calories. 


EASY TO EAT: A wafer with a full glass of water, fruit juice 
or skim milk, between meals or one-half hour before meals. 


SUPPLIED: By pharmacists in 4 Ib. boxes of about 25 wafers. 


For a pad of sheets, each with 42 differ- 
ent ‘MELozETs’ reducing menus, and a 
sample of ‘MELOZETs,’ drop a note on 
your prescription blank to Professional 
= eS Service Dept., Sharp & Dohme, West 
__| Point, Pennsylvania. 


‘MELOZETS 


* Patent applied for 


iy 
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FREE DIET SHEETS 
iO 


DAPTA NOW CONTAINS VITAMIN Be 


Recent experimental and clinical evidence indicates that deficiency of 
pyridoxine (vitamin B,) may induce muscular hyperirritability. This vita- 
min is now recognized as an essential dietary factor. DAPTA provides a 


generous amount of vitamin B,. 


Each cc. of DAPTA NOW contains: 

Vitamin A (distilled natural esters) 10,000 U.S.P. units 
Vitamin D (activated ergosterol) 2,000 U.S.P. units 
Vitamin B, (thiamine hydrochloride) 

Vitamin B. (riboflavin) 

Niacinamide (nicotinamide) 

Vitamin C (ascorbic acid) 

Vitamin B, (pyridoxine hydrochloride) 


in a pleasantly flavored, aqueous vehicle containing glycerin and 
sorbitan fatty acid ester derivative. 


Supplied: Bottles of 15 and 30 cc., with graduated dropper 


DA PT A* 


(Improved Formula) 


Multivitamin Preparation for Infants and Children 


DAPTA has no expiration date . . . refrigeration is unnecessary 
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Chis Month’s Authors 


Arthur H. Blakemore, M.D., 


author of ‘Portal Hypertension,” is associate professor of clinical surgery, College of Physi- 
cians and Surgeons, New York, and associate attending surgeon, Presbyterian Hospital, New 
York. Following graduation from Johns Hopkins, Baltimore, Dr. Blakemore served a rotating 
surgical internship at Johns Hopkins and then was an assistant resident at Henry Ford 
Hospital, Detroit. After this, he became surgical house officer for Roosevelt Hospital, New York. 


John Willis Hurst, M.D., 


a graduate of the Medical College of Georgia, Augusta, is co-author with R. Bruce Logue, M.D., 
of **Congestive Heart Failure in Children.” He is an associate in medicine and associate cardi- 
ologist at Emory University Medical School, Atlanta. Dr. Hurst served a rotating internship 
at University Hospital, Augusta, where he was also an assistant resident in medicine. A past 
secretary of the Georgia Heart Association, Dr. Hurst has been certified by the American 
Board of Internal Medicine. 


R. Bruce Logue, M.D., 


cardiologist at Emory University Hospital, and associate professor of medicine, Emory Uni- 
versity Medical School, Atlanta, received his medical degree from this school in 1947. He 
interned at Royal Victoria Hospital, Montreal, Canada, and at Grady Memorial Hospital, 
Atlanta. Dr. Logue is a past president of the Georgia Heart ‘Association and of the American 
Federation for Clinical Research. 


Nathan Ernest Silbert, M.D., 


who limits his practice in Lynn, Massachusetts, to allergic diseases, asthma, and hay fever, is 
well qualified as the author of ‘Nasal Allergy.”” He is associated with the Department of 
Allergy at Mount Auburn Hospital, Cambridge, and is consultant in this field at the Danvers 
State Hospital, Danvers. During World War II, Dr. Silbert served with the U.S. Army Medical 
Corps in Europe; upon his return he concentrated all of his time to the practice of allergic 
diseases. 


Richard Torpin, M.D., 


professor and chairman, Department of Obstetrics and Gynecology, Medical College of 
Georgia, Augusta, is also chief of staff in his specialty for the University Hospital. He was 
graduated from Rush Medical College and was later affiliated with this college as a clinical 
instructor in Obstetrics and Gynecology. Dr. Torpin’s extensive experience in his field has 
furnished him with ample information for his article ‘The Maternity Shelter,” and for many 
other contributions he has made to the medical literature. 
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FOR “PERHAPS THE MOST COMMON DEFICIENCY“ 


Iron deficiency anemia, ‘‘probably the 
commonest nutritional deficiency dis- 
ease,”’! occurs frequently in infants and 
children, particularly during periods of 
rapid growth.?:® 

A specific response is obtained in 
these cases with the use of Fer-In-Sol, 
a concentrated solution of ferrous sulphate 


for convenient drop dosage. Fer-In-Sol 
is well tolerated, blends perfectly 
with fruit juices, and leaves minimum 


aftertaste. 


(1) Youmans, J. B., in Handbook of Nutrition, 
Chicago, American Medical Association, 1951, 
p. 577; (2) Hansen, A. E., in Mitchell-Nelson 
Textbook of Pediatrics, ed. 5, Philadelphia, 
W. B. Saunders Co., 1950, p. 106; (3) Heck, 
F. J.: J.A.M.A. 148: 783, 1952. 


0.6 cc. contains 

75 mg. (about 

1 grain) ferrous 

sulfate. Avail- © 

able in 15 and © 

SO cc. bottles Fer-In-Sol 


dropper. Fe n So | 
MEAD JOHNSON & COMPANY EA 


Evansville 21, Ind., U.S.A. 
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curb inflammation 


combat infection 


Ophthalmic Suspension Sterile 


CORTOGEN (cortisone acetate) and SODIUM SULA MYD (sodium sulfacetamide) 


acts rapidly, safe, well tolerated 


Cortomyp* Ophthalmic Suspension 
(sterile), containing 1.5% (15 mg. per 
cc.) cortisone acetate (CorTocEN® 
Acetate) with 10% (100 mg. per cc.) 
sodium sulfacetamide (Sodium 
SuLamyp®), 5 cc. dropper bottle. 


*TM. 
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thritic 


action 


BuTAZOLIDIN relieves pain and improves function in the great majority 


of arthritic patients. Its broad therapeutic spectrum makes it valuable 


in virtually all the more serious forms of arthritis. Like other powerful 
antiarthritic agents, BUTAZOLIDIN should be prescribed according to 


a controlled regimen, based on careful selection of cases, judicious 


manipulation of dosage, and regular observation of the patient. To 


obtain optimal therapeutic results with minimal incidence of side re- 


actions, physicians are urged to send for the brochure “Essential Clini- 


cal Data on Butazolidin.” 


BuTAzoLip1n® (brand of phenylbutazone) tablets of 100 mg. 


(1) Burns, J. J., and others: J. Pharmacol. & Ex- 
per. Therap. 106:375, 1952. (2) Byron, C. S., and 
Orenstein, H. B.: New York State J. Med. 53 :676 
(Mar. 15) 1953. (3) Currie, J. PB: Lancet 2:15 
(July 5) 1952. (4) Davies, H. R.; Barter, R. W.; 
Gee, A., and Hirson, C.: Brit. M. J. 2:1392 
(Dec. 27) 1952. (5) Delfel, N. E., and Griffin, 
A. C.: Stanford M. Bull, 2:65, 1953. (6) Domenjoz, 
R.: Federation Proc, 11:339, 1952. (7) Domenjoz, 
R.: Internat. Rec. Med. 165:467, 1952. (8) Gold- 
fain, E.: J. Oklahoma M. A. 46:27, 1953. (9) Gut- 
man, A. B., and Yii, T.F: Am. J. Med. 13:744, 1952. 
(10) Kuzell, W. C.: Annual Review of Medicine, 
Stanford, Annual Reviews, 2 :367, 1951. (11) Kuzell, 
W. C., and Schaffarzick, R. W.: Bull. on Rheu- 


matic Diseases 3:23, 1952. (12) Kuzell, W. C.; 
Schaffarzick, R. W.; Brown, B., and Mankle, E. A.; 
J.A.M.A. 149:729 (June 21) 1952. (13) Kuzell, 
W. C., and Schaffarzick, R. W.: California Med. 
77:319, 1952. (14) Patterson, R. M.; Benson, 
J. F, and Schoenberg, P. L.: U. S. Armed Forces 
M. J. 4:109, 1953. (15) Rowe, A., Jr.; Tufft, 
R. W.; Mechanick, P. G., and Rowe, A. H.: Am. 
Pract. & Digest Treat., in press. (16) Smith, 
C. H., and Kunz, H. G.: J. M. Soc. New Jersey 
49 :306, 1952. (17) Steinbrocker, O., and others: 
J.A.M.A. 150:1087 (Nov. 15) 1952. (18) Stephens, 
C. A. L., Jr., and others: J.A.M.A. 150:1084 
(Nov. 15) 1952. (19) Wilkinson, E. L., and 
Brown, H.: Am. J. M. Se. 225:153, 1953. 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 


220 Church Street, New York 13, N.Y. 
In Canada: Geigy (Canada) Limited, Montreal 
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Yours Cruly.. . 


Should Be More “‘Doubting Thomases” 
Dear Dr. Hussey: 


I thought you might be interested in a reader’s reaction 
to my recent article, “Rational Antibiotic Therapy,” pub- 
lished in the September issue of GP. 

Epwin D. Kirsourng, M.D. 
Associate Professor of Medicine 
Tulane University 
New Orleans, Louisiana 


The correspondence from reader to author to medical editor 
shows that ‘Doubting Thomases” add interest to GP’s pages. 
—EpiTor 


Dear Dr. Kilbourne: 

Your current article published by GP entitled ‘Rational 
Antibiotic Therapy” is built upon a popular and timely 
thesis, and from the pedantic viewpoint, well presented. 

In the section “Is It Viral or Bacterial,” subparagraph 
1, it is written: “Most upper respiratory tract infections 
(more than 90 per cent) are of the ‘undifferentiated’ or viral 
type.”’ In subparagraph 2, it is preached by inference that 
90 per cent of upper respiratory tract infections are not 
treatable by currently available antibiotics. Should the read- 
er assume the qualifying antecedent acute upper respiratory 
tract infections? 

Would you be kind enough to furnish me with the ref- 
erences to the work which prove the meaning and intent 
of these statements? (Ninety per cent of acute upper respira- 
tory infections will not be influenced by available antibiotic 
therapy.) Authoritative data should be unequivocal on this 
point. 

If my attitude is a doubting one, it is nevertheless sincere 
and I am willing to be convinced. Thank you for your reply. 

Rosert A. McLane, M.D. 
Hillsdale, New Jersey 


Dear Dr. McLane: 

Thank you for the interest reflected by your letter of 
September 17. The authority for the admittedly startling 
statement concerning the incidence of “undifferentiated” 
upper respiratory tract infections is the comprehensive but 
poorly publicized studies at Western Reserve under the 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


direction of Dr. John H. Dingle. These studies have been 
concerned with a systematic investigation of stable family 
groups (comparable to those seen in practice) with refer- 
ence to the incidence and etiology of all acute illnesses. 
This investigation has been a combined clinical and labora- 
tory project in which the clinical nature of the infections 
has been correlated with extensive laboratory studies in- 
cluding attempts at virus isolation. 

Thus far but two publications have appeared from the 
Western Reserve group. The first publication in The Trans- 
actions of the Association of American Physicians established 
that approximately 75 per cent of more than 1,000 acute 
illnesses were definable as upper respiratory tract infections. 
Of these upper respiratory infections as stated in the 
J.A.M.A. article by Hodges, 93.7 per cent could not be as- 
cribed a bacterial etiology and were termed “undifferen- 
tiated.” 

Your criticism concerning the need for the qualifying 
adjective “acute” is certainly justified; however, the theme 
of the article, I felt, was implicitly “rational antibiotic 
therapy of acute infectious diseases.” 

Incidentally, I might add to the extensive studies of the 
Western Reserve group the more limited observations of my 
virus laboratory here at Tulane. We also have had the ex- 
perience that most minor acute upper respiratory infections 
among medical school personnel cannot be diagnosed by 
ordinary bacteriologic studies, nor are they attributable to 
influenza viruses. We apparently have much to learn. 

I hope these statements have documented my point. Your 
“doubting attitude” needs no apology. There should be 
more doubting readers of medical journals. As an erstwhile 
Yankee from Ridgewood. may I add that it was a pleasure 
to receive a letter from New Jersey. 

Epwin D. Kitsourne, M.D. 


Pied Cuts Predicament 
Dear Sir: 


In the article “Practical Aspects of Inguinal Hernia,” 
October, 1953, GP, the illustrations on Page 61 have been 
transposed. Figure 4 designated as showing the repair of an 
indirect inguinal hernia actually is repair of a direct inguinal 
hernia and Figure 5 designated as the repair of a direct 

(Continued on page 23) 
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Improvement in 113 of 124 Patients* 


Number 
Diagnosis of patients | Improved 
Chronic catarrhal rhinitis 11 11 
Chronic allergic rhinitis 26 25 
Right maxillary sinusitis 2 1 
Chronic naso-pharyngeal 

catarrh 6 6 
Chronic suppurative 

sinusitis 3 3 
Coryza, Head cold, 

Catarrhal rhinitis 58 51 
Influenza 2 1 
Acute catarrh 4 3 
Hypertrophic rhinitis 12 12 

TOTAL 124 113 
(91.1%) 


* Eye, Ear, Nose and Throat Monthly 32:512 (Sept.) 1953. 


BIOMYDRIN 


BROMIDE’ ARE TRADEMARKS OF NEPERA CHEMICAL CO., INC. 


Nepera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 


The Biomydrin formula 
THONZONIUM BROMIDE 0.05%. Synthe- 
sized in the Nepera laboratories. Exceed- 
ingly potent antibacterial. Greatly 
enhances the antibiotic activity of neo- 
mycin and gramicidin. Reduces surface 
tension, facilitating spreading and pene- 
trating. Mucolytic. 

NEOMYCIN SULFATE 0.1%. Effective 
against gram-positive and gram-negative 
organisms. 

GRAMICIDIN 0.005%. Effective against 
gram-positive organisms. 


PHENYLEPHRINE HCl 0.25%. Widely 
preferred vasoconstrictor. 


THONZYLAMINE HCl 1.0%. Therapeutic 
concentration of this effective antihista- 
minic aids in controlling local allergic 
manifestations. 


¢ Prompt, prolonged shrinkage of nasal 
mucosa without secondary congestion. 

e pH is 6.2. Isotonic and buffered. 

© Does not interfere with ciliary activity. 

e Spray covers larger area than could be 
reached by drops. 

e Available on prescription only. 


DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician. 
Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician. 
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(Continued from page 21) 

inguinal hernia is the repair of an indirect inguinal hernia. 
It was a misfortune that this error occurred in this other- 

wise splendid article. 

Stantey R. Truman, M.D. 


Oakland, California 


The printer who pied the cuts has been sternly reminded that 
GP is a medical publication involving doctors and their patients 
and that information erroneously presented may have the 
gravest consequences.—PUBLISHER. 


Shabby Treatment 


Dear Sir: 

For many years an elderly patient with cardiac trouble 
was under my care. I consulted several cardiologists and 
we agreed upon the diagnosis and treatment. 

Some time ago, I was informed by the patient’s family 
that he had seen still another cardiologist who had sent him 
to a private New York hospital in which I had no courtesy. 
I contacted this cardiologist and we came to an agreement. 

Soon after, the patient developed rectal trouble and the 
cardiologist sent for his own proctologist. When the patient 
then developed urinary trouble the cardiologist also sent 
for his own urologist without informing me. 

The proctologist didn’t feel an operation was necessary 
but the urologist insisted upon a prostatectomy. I, as family 
physician, was excluded from all suggestions in the diagnosis 


and treatment of the patient as I had no rights in the hospital. 

A private hospital must have its own staff. I also realize 
that every physician cannot be given courtesy, especially in 
surgery. However, the family physician shouldn’t be com- 
pletely excluded. 

This hand-to-hand referring from one specialist to an- 
other, with the exclusion of the family doctor, doesn’t seem 
proper to me. It reminds one of a prearranged business deal. 

I believe the public will catch on to such dealings but it 
will not realize that the general practitioner was powerless in 
this situation. The general practitioner resents being treated 
as if he were an unlicensed physician of questionable ability. 

This cardiologist should have contacted the general prac- 
titioner when a complication outside of his specialty arose, 
instead of calling in one specialist after the other. Not only 
did the cardiologist underestimate the ability of the general 
practitioner, but he betrayed the trust of his patient by 
unnecessarily causing higher expenses. 

Paut Strasser, M.D. 
Long Island City, New York 


What Do You Do? 


Dear Sir: 

There has been much ado recently concerning ethics so 
far as the general practitioner and the specialist both are 
concerned. The theoretically ideal code of ethics has been 
drawn up by the American Medical Association and to the 
(Continued on page 25) 


AVAILABLE AT LAST! 


In rauwolfia therapy —A single known entity with 


predictable results 


Serpasil 


A pure crystalline alkaloid of Rauwolfia serpentina 


A safer tranquilizer-antihypertensive, with these 


(RESERPINE ciBA) 


important advantages: = Mild, gradual, sustained 
lowering of blood pressure without undesired ef- 
fects from unknown alkaloids of the whole root.s 
Effective alone or in combination with other antihy- 
pertensive agents. # Uniform potency; predictable 
results. s No tolerance developed or toxic effects re- 
ported; no contraindications; no serious side effects. 
Serpasil is available at all prescription pharmacies. 
Tablets, 0.25 mg. and 0.1 mg., bottles of 100. 
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Why BIOPAR is an 


effective oral replacement 
for injectable vitamin B,, 


With Biopar, effective absorption of 
vitamin B,, through the intestinal barrier is 
assured—even in the presence of partial 
or complete achlorhydria. 


Absorption is assured because the intrinsic 
factor in Biopar performs the functions 
ascribed to the Intrinsic Factor of Castle. 


Biopar’s completely new intrinsic factor 
is another pioneering hematologic advance 
made by The Armour Laboratories. 


oOo. «a®@ 

@ 


30 TABLETS 


BIOPAR 


FOR ORAL USE 


BIOPAR 


Each Biopar tablet contains: 


Crystalline Vitamin B,2 U.S.P... 6 meg. 
Intrinsic 30 mg. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 


Biopar produces prompt, positive re- 
ticulocyte and erythrocyte response in 
patients with pernicious anemia. 

When you give Biopar, you can be 
sure that the patient is getting the full 
benefits of oral vitamin B,, therapy. 
Biopar is an effective method of ad- 
ministering vitamin B,,...the patient 
is spared the discomfort of injection. 
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(Continued from page 23) 
altruistic this is an honest and sincere code but, unfortu- 
nately, the individuals who formulated this code of medical 
ethics have not taken local custom into consideration. 

Advertising is considered unethical and yet in several 
rural areas with which I am familiar, custom has dictated 
that when a doctor closes his office for vacations or study 
he places a box in the paper with this information so that 
many of his patients do not make a futile trip only to find 
the doctor gone. The local medical societies consider this 
practice ethical although the A.M.A. does not. 

The A.M.A. warns us against taking another physician’s 
patient. This is so idealistic as to be ridiculous because my 
practice and almost everyone else’s practice is based upon 
someone else’s patient deciding that they like me better. 
If I see a patient and despite the fact that I refer him back 
to his family doctor, he desires to stay with me, there is 
nothing I can do about it. I have been called out of medical 
meetings because a patient could not get his doctor, John 
Smith, M.D.; he is unavailable that evening; he is the man 
sitting next to me at the meeting; what shall I do? What 
would you do? 

When I purchase my supplies for personal needs of my 
family in the drugstore am I entitled to a 25 per cent or 
30 per cent discount? With drugs for the office it is per- 
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missible but am I fee splitting or accepting a rebate if I 
accept the same discount for personal items such as alarm 
clocks, magazines, or jewelry? If a surgeon to whom I have 
referred a patient does the surgery and his fee is sufficiently 
high to cover postoperative dressings, am I splitting fees 
when the surgeon refers the patient back to me for post- 
operative dressings, and am I permitted to charge for these? 
Apparently, then, there are several sides to each question 
and I would like to know where do ethics begin and end. 
The solution may be found in the application of the golden 
rule. But for more than 2,000 years man has been teaching 
and preaching this unsuccessfully. So what can we expect 
from a group of mere mortals? 
Epwin Matty, M.D. 
Mt. Holly Springs, Pa. 


Likes Format 
Dear Sir: 


May I compliment you on the format of my article, 
*‘Asphyxia Consciousness Will Save Life”. You will be 
glad to hear that a number of inquiries have come in for 
additional information. 

Patuet J. Fiacc, M.D. 
New York City, N.Y. 
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M ake your Hotel Reservations early 


American Academy of General Practice 
1954 Scientific Assembly 


The Academy meets in Cleveland in 1954 have first choice on the best rooms in the 
with the biggest anticipated registration better hotels. For the finest program yet 
in its history. This means that the physi- _ offered at any Annual Assembly... for the 


cian who makes his reservation early will most valuable four days you ever spent... 


By all means come to Cleveland... 


BUT REMEMBER — 


® Assignment of rooms will be made in the order re- * State officers and delegates must make their own 


ceived. reservations. 
® All assignments will be through the Cleveland Hous- ®Be sure to indicate definite arrival and departure 
ing Bureau. 


time, also names of room occupants. 


°No “headquarters” hotel—Academy headquarters e ay registration (except delegates) at Public Audi- 
will be at Public Auditorium. torium 10:00 A.M. to 5:00 P.M. Sunday, March 21, 

* Delegates and distinguished guests may specify the and beginning at 9:00 A.M. on Monday. Meeting 
Cleveland Hotel. ends at noon, March 25. 


MAP OF DOWNTOWN CLEVELAND 


1. Union Station— 
Terminal Tower 


2. Public Auditorium 


3. Stadium—Home of the 
Indians and the 
Browns 


4. Allerton Hotel 
5. Auditorium Hotel 
6. Carter Hotel 
7. Cleveland Hotel 
8. Colonial Hotel 
9. Hollenden Hotel 
10. New Amsterdam Hotel 
11. Olmsted Hotel 
12. Statler Hote 


_ 


Courtesy of the Commercial Survey Co. 


HOTEL RESERVATION FORM 


USE THIS CONVENIENT 


on CACY. = 
— 
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APPLICATION FOR HOUSING ACCOMMODATIONS 
SIXTH ANNUAL SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 


CLEVELAND, OHIO MARCH 22-25, 1954 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 22-25, 1954 in Cleveland, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations 
must be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE 
DEFINITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OCCUPY 
RESERVATIONS REQUESTED MUST BE INCLUDED. 


*HOTEL ROOM RATES 


Singles Double Twin-Bedded Suites Singles Twin-Bedded Suites 
ALLERTON HOLLENDEN 
1802 E. 13th St.... $5.00- 9.00 $7.00- 9.00 $8.00-11.00 $13.00-20.00 610 Superior Ave. $4.50- 8.00 $7.00-12.50 $9.00-16.00 ese 


AUDITORIUM 


OLMSTED 
1315 E. 6th St.... 4.50- 8.00 7.00-10.00 10.00-11.00  -25.00 Superior &E.9th. 4.25- 8.00 7,00-10,00 800-1000 _-20.00 


Double 


CARTER 
Prospect &E.9th. 4.75- 8.00 7.25-11.00 8.50-12.50 22.00-45.00 


CLEVELAND 
Public Square. ... 5.50-10.00 8.50-10.00 11.50-16.00 24.00-35.00 
38.00-50.00 
No Rooms available. Reserved for Delegates and 
Distinguished Guests. 


*The above quoted rates are existing rates but are, of course, subject to any change which may be made in the future. 


STATLER 
Euclid & E.12th.. 5.50- 9.50 8.50-12.50 10.50-16.00 23.00-29.00 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: MARCH 1, 1954 


A.A.G.P. Housing Bureau 
511 Terminal Tower 
Cleveland 13, Ohio 


Please reserve the following accommodations for the Sixth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 
CLEVELAND, OHIO on MARCH 22-25, 1954: 


First Choice Hotel... Second Choice Hotel... Hotel... 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


: | 
‘ 
hour SE P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 
oe (Individual Requesting Reservations—Please print or type) 
City ond State 
Ay 


iss ERATRUM ALBUM, a spe- 
SAYA cies of Veratrum indigenous 
to southern Europe, yields the ester 
alkaloid ‘Provell Maleate.’ ‘Provell 
Maleate’ is many times more potent 
than the mixture of substances from 
which it is isolated. Its uniformity 
and purity permit better control of 
the hypertensive patient than is pos- 
sible with mixtures of alkaloids. 
Hoobler* states that protovera- 
trine is superior to the alkaloids from 
Veratrum viride in that blood pres- 
sure can be reduced from six to eight 
hours daily without producing nau- 
sea, vomiting, or tolerance to the 
medication. The purity of the alka- 
loid allows for the accurate dosage 
so necessary to continuing good re- 
sults over extended periods of time. 


hypotensive 


agent 


Careful adjustment of the dosage 
schedule to fit the need of each pa- 
tient is mandatory. Overdosage may 
result in distressing, although usu- 
ally not serious, symptoms. ‘Provell 
Maleate’ is a potent drug to be ad- 
ministered only under the close su- 
pervision of a physician. 

*Provell Maleate,’ 0.5 mg., is avail- 
able in cross-scored tablets (to facili- 
tate careful individualization of dos- 
age) in bottles of 100. Your pharma- 
cist has it. Be sure to evaluate care- 
fully this important hypotensive 
drug. Ask the Lilly representative 
...or write Eli Lilly and Company, 
Indianapolis 6, Indiana, U. S. A., 
for more complete pharmacologic 
and clinical data. 

* Annals of Internal Medicine, 37:465, 1952. 


PROVELL MALEATE 


(PROTOVERATRINE A AND B MALEATES, LILLY) 


lowers blood pressure 


consistently, safely 
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Editorials 


Hold the Pace 


THERE is no doubt that the prestige of general prac- 
titioners is growing steadily. Much of that growth 
has come because they have earnestly tried to 
improve their own station. Much more has come be- 
cause they have developed the American Academy 
of General Practice as a means for providing leader- 
ship in health planning and for expression of con- 
structive thought. They have risen by lifting others. 

By reading the Report of the Executive Secretary 
of the Academy, as published in GP for September, 
1953, some idea can be obtained of the extent of 
general practitioners’ progress and of the rate at 
which it continues. That report took the form of a 
list of achievements to date—achievements repre- 
sented as dividends to the members of the Academy. 
That list was remarkable for its size and scope, but 
it was necessarily incomplete at the time it was pub- 
lished. Academy activities have so increased that 
hardly a week goes by without realization of some 
kind of dividend. One of the most gratifying arrived 
recently in the form of an editorial in the New Eng- 
land Journal of Medicine for August 27, 1953. There 
the editor, discussing Dr. Robins’ interview pub- 
lished in U. S. News and World Report for April 3, 
1953, had this to say: 

“Much has been spoken and written about the 
practice of medicine and ‘socialized medicine’ in 
recent months, and many charges have been hurled 
at the conduct of present-day medical practice. 
Since general practitioners or family physicians 
comprise two thirds of the total number of doctors 
in the country, it is refreshing for both physicians 
and laymen to hear from a qualified representative 
of this largest group of physicians.” 

The gist of Dr. Robins’ interview followed, and 
then the editor closed with the opinion: 

“These and many otner items are pointed out in 
this interview, which should be of interest to both 
physicians and laymen and should aid greatly in 
correcting many of the wrong ideas about physi- 
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cians and medical practice. An abstract of the essen- 
tial features should be available for still wider dis- 
tribution.” 

Such evidence of the impact of Academy activities 
upon other physicians is a strong stimulus. It is 
apparent that, with its record of success so far, the 
Academy’s main problem is to hold the pace. For- 
tunately there are two good reasons for confidence 
that this will be done. Those reasons—the brave 
enthusiasm of Academy members and the quality of 
Academy leadership. 


Doctor’s Christmas 

CuRIsTMAS is a time of meanings and memories— 
some clear and strong, others confused and dimmed 
by time and by conflicts, all stirred together in a 
sweet, sad mixture that stimulates and strengthens. 
The music in the great churches—Bing Crosby’s 
“White Christmas”—the special thrill of snow on 
Christmas Day—bells—vivid red flowers of a name 
that’s hard to spell—the good exhaustion of giving 
and wishing and reuniting—Charles Dickens— 

songs of peace and songs of exultation—holly and 
turkey and sauerkraut and candy and oranges that 
were hard to get—sermons and solemn platitudes 
that somehow never grow tiresome—bright faces, 
bright lights, bright ornaments, toys under a tree. 

For us physicians, Christmas has a special mean- 
ing. It is our time for recalling the many stories of 
the New Testament that tell of Christ, the Physi- 
cian, the Healer whose devotion to His patients 1s 
our constant inspiration. 

It is our time for renewal of faith in that Power 
outside ourselves. We may think of it in fancy 
terms—the psychodynamics of religion”—or in 
simpler terms. The plain fact is that every physician 
has been in the kind of spot that Doc Mellhorn’s 
Uncle Frank was talking about when he said: 

“But haven’t you ever got clean tuckered out, 
and been able to draw on something you didn’t 
know was there?” 


**Pshaw, any man’s done that,” said Doc Mell- 
horn. ‘But you take the adrenal—” 

Take anything you like,” said Uncle Frank 
placidly. “I’m not going to argue with you. Not my 
department. But you'll find it isn’t all adrenalin. . .” 

Maybe it’s a time for re-reading all of Stephen 
Vincent Benet’s “Doc Mellhorn and the Pearly 
Gates.” That tale is not a Christmas story for every- 
one, but it’s a Christmas story for doctors, all right. 
It’s a story that brings to mind The Physician’s 
promise—‘Come unto me, all ye that labour and 
are heavy laden, and I will give you rest.” 


Antidote for Sexuality 


ALTHOUGH the authors of the recently published 
Kinsey report on ‘Sexual Behavior in the Human 
Female” were the first to call attention to the fact 
that their data were necessarily incomplete, this 
fact has been largely overlooked in many of the 
literary comments on the book. Rather the data 
have been used as a basis for evaluation of behavior 
of all American women, and the thought has been 
expressed that our moral standards must be revised 
to make them more “comfortable” for prevailing 
sexual habits. Of course, this is a doctrine of relativ- 
ism—not to be condoned when applied to natural 
laws. 

In his superb essay on the Kinsey report, Dr. 
Karl Menninger, in this issue of GP, speaks of this 
relativism when he comments on the relief said to 
have been afforded to some readers of the report. 
They have enjoyed an easing of conscience by the 
discovery that they are not alone in the practice of 
sexual activities that violate natural law. On this 
point, Dr. Menninger has this to say: 

“Unfortunately, this guilt lifting is an equivocal 
blessing; I, for one, think that some guilt feelings 
are better not removed; they belong. Certainly, the 
ethical rightness or wrongness of an act can scarcely 
be justifiably determined by the frequence of its 
occurrence.” 

Sexuality always excites public interest. In more 
than one respect, it is unfortunate that the Kinsey 
reports, to some extent, have attained a pornograph- 
ic aura in the public mind. This detracts from the 
purely scientific achievements of the reports. More- 
over, it makes them “‘best-sellers”—something they 
were never intended to be and do not deserve to be. 
In this role, the reports reinforce preoccupation 
with sexuality. Dr. Menninger’s review should do 
much to counteract these undesirable tendencies. 
As a physician, he is sure that sex and problems of 


sexual behavior are important, but he is equally sure 
that “more abundant life is not necessarily implied 
by more abundant sex.” 


Causes for Backache 


THE popular saying, “Oh, my aching back,” in- 
toned with a feeling of resignation and frustration, 
expresses public recognition of the fact that a pain 
in the lower part of the lumbar region is one of 
mankind’s commonest and most frustrating ail- 
ments. The prevalence of this symptom has been 
blamed on various causes, among them a peculiar 
vulnerability of the lumbosacral region to strain, 
incidental to the postures and purposes that our 
minds dictate for bodies structurally ill-adapted. 

Whatever the reasons for it, the fact remains that 
a lot of people are afflicted with a chronic ache in 
the lumbar region. Sooner or later most of them 
seek advice for relief of their discomfort. But before 
they receive any advice, they are likely to have been 
subjected to x-ray examinations used as part of the 
search for structural abnormalities. In a minority of 
the cases, these studies reveal gross changes that 
indicate obvious causes for the backache—causes 
like herniation of an intervertebral disk, tubercu- 
losis, rheumatoid arthritis, and metastatic neo- 
plasm. In another larger percentage of the cases, 
X-ray examinations show certain abnormalities that 
are less obviously related as causes to the symptom 
—abnormalities like transitional vertebrae, spon- 
dylolisthesis, posterior displacement of the fifth 
lumbar vertebra, spina bifida occulta, mild scoliosis 
or tilt, variations in the angle of the sacrum, and 
osteoarthritis. In the Journal of the American Medi- 
cal Association for August 22, 1953, Splithoff com- 
pared the incidence of such “minor” abnormalities 
in one hundred persons having chronic lumbar 
backache with the incidence in one hundred “nor- 
mal” persons. He found that the incidences were 


just about the same in the two groups. 


Of course, such statistical comparisons by no 
means give a full answer to the problem of relation- 
ship of a patient’s spondylolisthesis, for example, to 
the ache in his back. It can be argued—and often is 
in medicolegal cases—that a pre-existing condition 
has been aggravated, or that the condition had a 
traumatic origin. Nevertheless, Splithoff’s report 
may evoke in physicians’ minds a certain reluctance 
to accept a minor structural deviation as the ex- 
planation for a backache. That kind of skepticism is 
a good thing. It makes doctors disregard “red 
herrings” in their search for true causes. 
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Pros and Cons of OAS! 


It’s unusual to see the American Medical Associa- 
tion and the United States Chamber of Commerce 
lined up on opposite sides of the free enterprise 
fence. But, in the matter of current Social Security 
proposals, that’s how it is. The A.M.A.—and prob- 
ably the majority of all doctors—is strongly op- 
posed to the possibility that professional persons 
may be included in Old Age and Survivors’ Insur- 
ance. The Chamber, however, which is also com- 
posed largely of self-employed persons, takes the 
contrary attitude and strongly endorses it. Why 
have these two organizations split on the issue of 
old age care? 

In order that our readership may understand 
both sides of the question, GP without taking sides 
itself, publishes this month, on page 104, an article 
showing why, according to the Chamber, doctors 
should be covered under the federal system. For 
reasons why they should of be included under the 
national plan, readers are referred to recent issues 
of the Journal of the American Medical Association, 
where well-reasoned objections to the inclusion of 
physicians have been published. 

Chief argument against the proposals is that 
doctors do not usually retire at age 65. 

The other argument against inclusion was well! 
expressed by the late Senator Robert A. Taft, when 
he declared that the Social Security Act itself was 
the greatest advance toward socialism accomplished 
by the New Deal. 

At the next session, Congress will act on whether 
or not doctors are to be included under OASI. 


Family Physicians and Public Health 

A pusLic health program can be represented as hav- 
ing two phases. The first consists of services of the 
community to the individual’s health—pure water, 
pasteurized milk, good sewage facilities, prevention 
of contagious diseases, and similar sanitary pro- 
grams. Most of the major public health advances of 
this century have depended upon such services. 
Phase two consists of the service that the individual 
citizen gives to the community by realistic accep- 
tance of personal responsibility for his own health. 

In discussing the needs for success of these 
phases, Getting, in the Journal of the American Med- 
ical Association for September 26, 1953, emphasized 
that further public health advances will come largely 
from activities in phase two. He stated, “It is the 
individual who must visit the physician for early 
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care and who must avoid overweight, alcoholism, 
reckless driving, and home accidents. These things 
he must do for himself; they cannot be done for 
him.” For this to be accomplished, members of the 
community must be told of their responsibility (ed- 
ucation) and somehow persuaded to seek the per- 
sonal health services they know are good for them 
(motivation). 

Quite obviously a successful community health 
program in this modern sense can be evoked only by 
co-operative effort of practicing physicians, volun- 
tary health agencies, and the public health depart- 
ment. Health departments use many devices that 
directly or indirectly influence citizens to accept 
personal responsibility for health maintenance, and 
to discharge that responsibility by consulting their 
private physicians. For example, health department 
immunization programs have had this effect. So 
have screening examinations for tuberculosis, dia- 
betes, and other defects. School health programs, 
physical examinations for school teachers, and regu- 
lations for premarital serologic testing are among 
other examples that Getting cited as methods that 
have influenced people to seek advice or treatment 
from their personal physicians. 

In the final analysis, however, the family physi- 
cians of a community have the most vital influence 
for promoting individual responsibility for health. 
In this connection Getting wrote: 

The family physician is more than ever before 
in the front line of preventive medicine and health 
maintenance. He has an unusual opportunity to be 
of service to his patients and through them, to the 
community as a whole. ... This includes not only 
treatment in time of sickness but health supervision 
in order to motivate people to seek this preventive 
care.” These words of Getting’s are a part of the 
creed of the American Academy of General Prac- 
tice for family physicians: position—front line; op- 
portunity—service; responsibility—continuing self- 
improvement. 


Osteopath Question Demands Settlement 


WuEen President Eisenhower’s personal physician, 
Maj. Gen. Howard Snyder, U.S.A., retired, took 
him to a Denver osteopath for treatment of a sore 
arm during his vacation, he added fuel to a cur- 
rent fire raging within organized medicine. A spe- 
cial committee, headed by former A.M.A. Presi- 
dent John Cline, has recommended cessation of 
the “untouchable” attitude toward osteopaths. The 
House of Delegates of the A.M.A. voted last June 


g. 


to delay action on the recommendation until the 
next meeting. But, at next June’s meeting, the 
A.M.A, will have to make up its mind about what 
its attitude shall be toward osteos and their schools. 

The question is hardly new. Possibility of recog- 
nition for osteopathy by the medical profession has 
been hanging fire for some ten years. Meantime, 
investigation has disclosed close parallel between 
training in schools of osteopathy and in schools of 
medicine. The Cline Committee contends that if 
the stigma of “cult” were removed from osteopathy 
and qualified medical men were allowed to teach 
in osteopathic schools, the level of training would 
be raised. 

That this is desirable cannot be denied in view 
of the fact that 6 per cent of medical service in 
this country is now in the hands of osteopaths. As 
Northwest Medicine recently put it: ‘Since the med- 
ical profession is thoroughly committed to the 
principle of improved medical service to all the 
people of the United States, it would seem in line 
with this commitment to enable osteopaths to im- 
prove their education.” 

In addition, it is noteworthy that there are some 


Ever since the October 30, 1953, issue of Collier’s 
carried an article, ‘Why Some Doctors Should Be 
in Jail,” the officers of the American Academy of 
General Practice have been besieged with tele- 
grams, letters, and phone calls from members of 
the Academy demanding that they ANSWER THE 
ARTICLE. 


HERE IS THE ANSWER. 


Our Democracy exists on the foundation of an 
informed public. The medical profession is not a 
priesthood within whose ranks their behavior and 
methods are to be kept secret. 

“It is common knowledge that fee splitting, un- 
heard of in some parts of the country, is deeply 
rooted and, indeed, the prevailing mode of practice 
in other sections. No honest, well informed man 
can deny this . . . ”"—Bull. A.C.S., July-August 
1953. 

“Despite the medical profession’s ardor and good 
intentions fee-splitting continues. It forms a spotty 
pattern, generally bad in the Midwest, not so bad in 
the East and West Coasts, sometimes flagrant in 
one city and entirely absent in another, often 
saturating a town on one side of a river while a 


“Why Some Doctors 


mighty able students in osteopathic colleges. With 
medical schools adhering to rigidly high scholastic 
standards for entrance, it is obvious that many 
superior students who cannot make medical school 
are entering the field of osteopathy. 

While levels of osteopathic practice vary from 
state to state, it is important to know that in thirty- 
five states and the District of Columbia osteopaths 
have unlimited license. Osteopaths and osteopathic 
hospitals come under Blue Cross, VA plans, and 
industrial accident laws. 

The complete medical course is now included in 
the curriculum of the modern osteopathic college, 
according to the Cline Committee. It has been sug- 
gested, too, that medical physicians are now be- 
ginning to realize it is not amiss to integrate manip- 
ulation of musculoskeletal structures with medical 
and surgical therapy. It all adds up to the fact that 
osteopathy can no longer be ignored. Thoughtful 
consideration should now be given in reaching con- 
clusions as to future relationship between medi- 
cine and osteopathy. The ultimate and common 
goal must, of course, be the continuing welfare of 
the American people. 


Should Be in Jail” 


town on the other side is ethically sound. It de- 
pends on the moral stamina of the prevailing 
group of doctors.”—Mr. Whitman in Collier’s. 

I have just read the Collier’s article, “Why Some 
Doctors Should Be in Jail,” for about the tenth 
time. I have discussed this article of Mr. Whitman’s 
with numerous colleagues and neither I nor any 
of them have found a false statement in the article. 
Then why all the hullabaloo? 

There are three serious things wrong with Mr. Whit- 
man’s article, ‘‘ Why Some Doctors Should Bein Jail.” 

The first and most serious error is the omission of 
the portrait of the President of the American Acad- 
emy of General Practice, Dr. U. R. Bryner, and a 
statement from him of the stand we, the general 
practitioners of America, have taken against the 
evils Mr. Whitman discusses. After all we have 
just about as many members as does the American 
College of Surgeons, and we represent a far larger 
number of doctors in the United States than they 
do. Mr. Whitman owes the general practitioners of 
America an apology for not putting us firmly on 
the line and in the public eye against fee-splitting. 

The second error committed by Mr. Whitman is 
his conclusion that the law will be effective in re- 
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ducing or eliminating the evil of fee-splitting. When- 
ever there is a secret sin committed by two people 
and only known to the two then it is almost im- 
possible to get evidence against either, because if 
one admits the sin of the other he automatically 
convicts himself. 

The law demands evidence; to accuse without 
evidence is slander, and to slander someone is a 
very expensive luxury only indulged in by the 
immune and the irresponsible. 

Mr. Whitman is correct in his opinion that an 
enlightened public will be of value to those of us in 
the profession who are making every effort to do 
away with the evil of fee-splitting. Maybe we doctors 
have been a little too lackadaisical about seme of the 
hidden sins of our colleagues. If an article like 
Mr. Whitman’s stirs us to action then it does us all 
good. A condemnatory attitude toward fee-splitters 
brings increased social pressure to bear against 
these evil-doers and social pressure happens to be 
one of the greatest controlling forces in any society. 

Mr. Whitman missed one of the major problems 
relating to fee-splitting and like problems, that a 
high percentage of these evils goes on among 
men who are NoT members of the American Medical 
Association and are therefore not subject to the 
control and punitive action of the American Med- 
ical Association. It is also from among these non- 
members of the American Medical Association that 
the abortionists, narcotic violators, and other law- 
breakers are largely drawn. Perhaps Mr. Whitman 
can help us with this problem. 

The third error in the article is its sensationalism. 
This is almost nauseating to the members of the 
medical profession. It is probably not the fault of 
the writer but is the policy of the magazine. It at- 
tracts a certain quality and quantity of readers and 
sells magazines, and I have heard rumors that 
Collier’s is in pretty poor shape financially. Be that 
as it may it is in poor taste. I’m sure that the med- 
ical profession stands in much higher regard than 
does Collier’s and that the ultimate effect will be 
detrimental to Collier’s and nor to the medical 
profession. 

There has been so much stir about this Collier’s 
article that I have begun to wonder if we doctors 
ourselves are aware of what is actually going on 
around us. I have traveled widely throughout the 
United States in the last ten years and have met 
many doctors from all over the country and have 
discussed fee-splitting, rebating, and ghost surgery 
with many of them. From these discussions it is my 
impression that Mr. Whitman’s estimate of the 
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situation is essentially correct. Mr. Whitman is a 
reporter of integrity and astuteness. It is apparent 
that he made a thorough and extensive investigation 
before he wrote his article. We would do well to 
consider the merits of his remarks before we try 
to shout him down. 

ARE WE AGAINST FEE-SPLITTING, REBATING, GHOST 
SURGERY ? 

Well, then, let’s get out and do something about 
it. Let’s stop getting our feelings hurt every time 
someone says general practitioners engage in it. 
Let’s stop shouting that it takes two to split fees, 
and stop trying to put the blame on the surgeon. 
Of course the surgeons are to blame where this evil 
goes on, maybe they are to blame more than the 
general practitioners, but that doesn’t excuse us. 
In Mr. Whitman’s article he named general prac- 
titioner fee-splitters 16 times and he named surgeon 
fee-splitters 27 times. Does that make us feel better? 
It shouldn’t. Shall the pot call the kettle black? It 
has always been considered rather foolish. Let us 
not contribute anymore to this foolishness. 

WHAT CAN WE DO TO HELP ELIMINATE THESE EVILS? 

First, we can and must come out strongly and 
repeatedly as unequivocally and unalterably op- 
posed to fee-splitting, rebating, and ghost surgery 
in any shape or form. 

Second, we can act jointly with the leadership of 
the American Medical Association and develop a 
program of action that WE can take in co-operation 
with them. 

Third, if each member of the Academy will develop 
a program of his own bringing all fees and services 
of all physicians into the open, the ways of the 
transgressors will be made hard indeed. a) Discuss 
every fee with the patient before any procedure 
more extensive than the usual office visit is under- 
taken. 6) Offer the patient a choice of more than one 
consultant whenever possible. c) Each physician 
send a bill separately to the patient for the value 
of the services HE HAS RENDERED. Less is unfair to 
doctor, more is dishonest and unfair to the patient. 
d) If reduction from the usual value of similar serv- 
ices in your community is necessary because of 
financial hardship of your patient, then each doctor 
engaged in the care of the patient shall reduce his 
fee proportionately. ¢) The patient’s personal 
physician, internist, general practitioner, or pedi- 
atrician, or other who will assume this respon- 
sibility, shall remain in charge of the patient’s total 
medical care and the financial problems related 
thereto, and shall remain the patient’s representative. 

—Sran.ey R. Truman, M.D. 
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Nasal Allergy 


BY NATHAN ERNEST SILBERT, 
Lynn, Massachusetts 


The symptoms of nasal allergy are nonspecific and may be duplicated by other diseases of the nose and 
poranasal sinuses. Often, too, nasal allergy is complicated by other disorders, especially bacterial infection. 
Diagnosis depends upon the history of a pattern of seasonal or environmental recurrence and the physical 
appecrance of the nasal mucosa—pale, grey, glistening, turgid, and covered with a watery discharge. Good 
treatment of nasal allergy does more than relieve annoying symptoms. It prevents more serious disorders— 


asthmatic bronchitis or bronchial asthma. 


Nasa. allergy may involve any of the several ana- 
tomic parts of the nose or the accessory paranasal 
sinuses. It begins with a sensitization reaction to a 
foreign protein derived from either the internal or 
the external environment of the anatomic struc- 
tures. 

It is characterized by local itching, sneezing, 
nasal obstruction and discharge, pallor and edema 
of the mucous membranes, and occasionally polyp- 
osis. It may be complicated by infection. 

Nasal allergy represents a much more frequent 
problem in the general practitioner’s office than is 
generally recognized. Approximately 75 per cent 
of my patients exhibit some form of this disease. 
The important point, however, to both the physi- 
cian and the patient, is that to treat the syndrome 
properly an accurate etiologic diagnosis must be 
made. This is true of course in any disease, but it 
is most important in this instance if prompt recov- 
ery and avoidance of complications are to be ac- 
complished without extra expense to the patient 
and the development of an attitude of frustration 


by the physician. 


The purpose of this paper is to attempt to dispel 
the confusion inborn in this “wastebasket” conno- 
tation, “nasal allergy,” and to point out the prac- 
tical and effective methods of differential diagnosis 
and treatment. Complications arising from lack of 
therapy or from mismanagement of the disease will 


be considered. 


Differential Diagnosis 


The group of symptoms previously listed is not 
pathognomonic for an allergic disorder. The syn- 
drome may have the following causes: 

1. Bacterial infections 

2. Mechanical defects (anatomic anomalies, for- 
eign bodies) 

3. Overmedication 

4. Allergy 

5. Combinations of any of the above 

Because of the complicated nature of the disease 
and man’s reaction to it, unless the patient is seen 
early in its course a pure, single causative factor is 
rare. More often two or more of the causative fac- 
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tors just mentioned may be involved. However, there 
is usually only one basic cause, and this is the fac- 
tor which must be attacked most vigorously. To 
treat the complication without attempting to elimi- 
nate the basic cause is an injustice to the patient. 

Bacterial infection is the primary cause of the syn- 
drome in approximately 25 per cent of cases. Bac- 
terial invasion is commonly present in the remaining 
cases as a complication of obstruction to the free 
drainage of the secretions from the sinuses and 
nasal mucous membranes. The anatomic character 
of the paranasal sinuses favors rapid bacterial pro- 
liferation. 

Mechanical Obstruction. Primary obstruction oc- 
curs in approximately 5 per cent of patients ex- 
hibiting the syndrome. Obstruction, secondary to 
edema, so common in the allergic case, probably 
occurs more often but should be considered as a 
perpetuating factor of the disease rather than its 
basic cause. 

Overmedication might aptly be described as the 
“drugstore cause” or the self-medication factor. 
Altogether too many people rely either on the local 
pharmacist or on a friend for suggestions of one 
“ideal” treatment to cure a stuffy nose. As a result, 
the patient who does not consult the family physi- 
cian often uses successively a number of remedies, 
most of which are harmful. 

Patients are frequently encountered who have 
been using nose drops almost continuously for 
weeks or months. The chemical irritation from their 
use eventually causes an inflammatory edema with 
practically constant vasodilatation of the vessels of 
the nasal micosa. This is sometimes spoken of as 
“the rebound phenomenon” or “returgescence” 
from vasoconstrictor medications applied locally. 
The patient receives only temporary benefit from 
the vasoconstrictor drug, vasodilatation soon fol- 
lows, the “‘stuffy nose” returns, and a vicious cycle 
is initiated, 

Uncomplicated nasal allergy occurs in over one- 
half of the patients afflicted with the syndrome. In 
other words, 50 per cent of these cases initially had 
uncomplicated nasal allergy, although when the 
doctor first sees them the predominant findings may 
be those usually associated with infection. 

Combinations. Although any of the aforemen- 
tioned factors may dominate the clinical picture, 
the possibility of a combination of causes is import- 
ant. For example, a primary bacterial infection may 
produce its own sensitizing toxins to which the 
patient may develop a sensitivity, and a multiple 
etiology is therefore established. 


Methods of Diagnosis 


The diagnosis of the cause of nasal allergy is 
based upon the patient’s history, physical examina- 
tion, and special studies. 

History. The allergic patient’s history reveals a 
peculiar pattern of seasonal or environmental re- 
currence. Acute symptomatology may be occasioned 
therefore by changes in season or in environment, 
the latter characterized by exposure to certain 
foods, animal emanations, odors, or physical con- 
tacts. The establishment of such a pattern is pre- 
sumptive evidence of allergy. Supporting evidence 
may be obtained from a history of allergic dis- 
orders in blood relatives. 

In contrast, this pattern of frequency and sea- 
sonal incidence will not be elicited from the patient 
whose syndrome is primarily bacterial in origin. 
Mechanical obstruction is more likely to produce a 
history of continuous prolonged symptomatology, 
often originating during childhood in the case of 
anatomic anomalies. Overmedication as a causative 
factor can be ruled in or out by the history alone. 

Physical Examination. The physical findings in 
the allergic patient are characterized by the pale, 
greyish, glistening appearance of an edematous na- 
sal mucous membrane, in the presence of a color- 
less, profuse watery nasal discharge. If infection is 
primary, the membrane is red and possibly edema- 
tous, and the discharge is thick and tenacious. De- 
pending upon the infecting organism, it varies in 
color from yellow to green. When infection is super- 
imposed on allergy, the findings may consist of any 
combination of those just mentioned and, in gen- 
eral, special studies will be necessary to discover 
the basic cause. 

The physical findings are obvious when mechan- 
ical obstruction is the basic cause. Overmedication 
produces changes hardly distinguishable from al- 
lergy except that the mucous membranes are red 
because of the marked rebound vasodilatation. Na- 
sal polyps, when present, are usually allergic in 
origin, and their presence, although not diagnos- 
tic, supports the idea that allergy is the basic cause. 


Special Diagnostic Studies 


Specific special studies, practical in nature, can 
be employed to aid in establishing the cause of the 
syndrome under discussion. They are: 

1. Transillumination of the paranasal sinuses 

2. X-ray examination of the nose and accessory 
sinuses 
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3. Stained smears of the nasal secretions 
4, Diagnostic allergy tests 

5. Nasal culture 

Transillumination. The technique of transillumi- 
nation is simple and can be made a part of office 
routine in dealing with patients having symptoms 
referable to the nose and sinuses. Interpretation of 
what is seen is not difficult. In the absence of sinus 
disease, light is well transmitted, and the sinus 
cavities are well outlined. Clouding or poor trans- 
mission of light is indicative of thickening of the 
mucous membrane, the presence of purulent mate- 
rial, or both. Particular care should be taken to 
observe the normal path of drainage. Obstruction 
to free drainage can often be picked up in this 
manner. 

X-ray examination provides confirmatory evi- 
dence of what is seen by transillumination and, in 
addition, gives information concerning the condi- 
tion of the bone structure. Involvement of bone 
by infection or a malignant neoplasm or the pres- 
ence of an anatomic anomaly or foreign body may 
be seen on x-ray examination. 

Stained smears of the nasal secretions often pro- 
vide much diagnostic information. The presence 
or absence of eosinophils or neutrophils, the type 
of bacteria, and the numerical relationships of 
eosinophils, neutrophils, and bacteria are all points 
that help differentiate allergy from infection. The 
presence of eosinophils in considerable numbers is 
characteristic of allergy. When infection compli- 
cates the picture, bacteria, neutrophils, and eosino- 
phils will all be seen. 

The technique for collecting and staining nasal 
secretions is a simple office procedure. The patient 
is asked to blow from each nostril in succession 
into a waxed paper or cellophane handkerchief. 
The secretions are then placed on a clean, dry 
slide, allowed to dry by drawing slowly through a 
flame, and then stained. It is preferable to stain 
with Wright’s or Hansel’s stain for examination of 
the cellular components. When bacteria are pres- 
ent, another smear stained by the Gram-stain meth- 
od will help in selecting therapy. In the child, who 
seldom blows his nose correctly, secretions may be 
obtained with a swab or by gentle aspiration. Thin 
watery secretions may contain few cells, so several 
slides should be made. Mucoid material usually 
contains clumps of cells and cellular debris and, 
by using select portions of the discharge, time and 
effort may be saved. 

Allergy Tests. Allergenic extracts used for diag- 
nostic testing should include only those which are 
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Figure 1. X-ray film showing normal paranasal sinuses. The 
arrows from above to below clearly show the well-aerated and 


translucent, frontal ethmoid, and antral sinuses. 


Fig. 2 


Figure 2. The appearance of the paranasal sinuses in this 
patient, who presented a history of hay fever and bronchial 
asthma of ten years’ duration, shows clearly the characteristic 
homogeneous density throughout all of the sinuses. The appear- 
ance is as tf a shroud or a veil covered the sinuses. There is 
evident polypoid formation in the mucosa, particularly in the 
antra. 
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endemic to the patient’s environment and the geo- 
graphic area. These tests provide a basis for spe- 
cific desensitization therapy. 

Nasal cultures are best carried out in a clinical 
laboratory. They are not essential in every case, 
and their greatest value is observed in those cases 
of infection where specific bacterial etiology must 
be established as a guide to specific antibacterial 
therapy. 


Therapy 


When a definite diagnosis of nasal allergy has 
been made, specific therapy can be used. This 
therapy is essentially of a dual nature. Whenever 
the causative factors can be removed (foods or ani- 
mal émanations for example), this should be done, 
and in a surprisingly large number of cases, other 
treatment may be unnecessary. However, ifa desensi- 
tization program has to be started, this should be 
done at once and continued for as long as neces- 
sary. During the early phase of a desensitization 
program, the symptomatic relief of troublesome 
symptoms may be readily accomplished by the use 
of several different groups of drugs. 

Antihistamines. The use of antihistamines orally 
or, in selected instances, by injection produces 
good symptomatic relief. Chlor-Trimeton (2 mg.) 
or Pyribenzamine (50 mg.), three times a day, or 
Phenergan, a longer-acting drug (12.5 mg.), on 
arising and at bedtime, has proven effective. In- 
jectable antihistamines are of value when oral med- 
ication is not well tolerated or when immediate 
effect is desired. Chlor-Trimeton injection (4 to 10 
mg. I.M.), is the drug of choice for this purpose. 

Antibiotics. In those cases where upper respira- 
tory infection with diffuse pansinusitis is present, 
600,000 units of procaine penicillin or Bicillin, in- 
tramuscularly every two to three days has proven 
to be adequate. Oxytetracycline (Terramycin) and 
chlortetracycline (Aureomycin) are effective, but 
frequent dosage is necessary. 

Topical Nasal Medication. When properly used, 
nose drops or sprays are very helpful in the man- 
agement of nasal allergy. They should not be used 
over long periods of time. Nose drops available 
“over the counter” should not be recommended 
since their composition is derived for general rather 
than for individual specific use. 

When simple primary nasal allergy is present, a 
nasal solution containing only an antihistamine 
and possibly a mild vasoconstrictor is necessary, 
and the use of Pyribenzamine nasal spray or Pri- 
vine nebulizer solution is indicated. 


When infection is present, either alone or in 
combination with an allergy, a more complex nasal 
solution is advisable. Since in most cases specific 
identification of the causative organism is not prac- 
tical, and since mixed infections are common, prep- 
arations containing antibiotics effective against 
both Gram-positive and Gram-negative organisms 
are suggested. Drilitol Spraypak, which combines 
gramicidin and polymyxin with a vasoconstrictor 
and an antihistamine, gives excellent results. Since 
these antibiotics are seldom used systemically, 
there is less danger to the patient of sensitization. 
It also precludes the possible development of re- 
sistant organisms through topical use of antibiotics 
that might later be needed in more critical infec- 
tions. Biomydrin nasal atomizer solution, which 
contains neomycin and gramicidin, offers the same 
advantages. 

A nasal spray, as yet not released, containing 
bacitracin, neomycin, polymyxin B, hyaluronidase, 
and mephentermine sulfate, supplied by Wyeth 
Laboratories, is proving to be very desirable and 
effective. In addition to its wide antibacterial spec- 
trum and vasoconstrictor action, the penetrating 
effect of hyaluronidase on viscous mucoid secretion 
enables the medication more effectively to reach 
the diseased mucous membranes. 

The squeeze-type container is particularly useful 
in the treatment of nasal allergy in children. It helps 
to eliminate their fears as well as the dangers in- 
herent in the use of a glass dropper. Personal 
experience reveals that children can acquire a 
technique for using the squeeze bottle themselves, 
without any adult assistance or fussing. 

Hormones. Although it is difficult to prove, there 
is some clinical thought that hormonal imbalance 
or deficiency may play a part in nasal allergy. This 
is true especially during the menopausal period 
and in the male climacteric. That a certain predis- 
position of the tissues to disease exists during these 
periods is more theory than fact at the present. 
Nevertheless small doses of a suitable agent, daily 
for periods of two to four weeks, have given symp- 
tomatic relief in obstinate cases. 

In extreme cases where other therapy fails, corti- 
sone or ACTH may be used. An acceptable dosage 
schedule for cortisone is 25 mg. three or four times 
daily for five days, then 25 mg. to 50 mg. daily for 
ten days. Acthar gel has also produced good results 
in doses of 40 units daily for three or four days, 
followed by 20 units twice weekly for three weeks. 

Where thyroid deficiency is proven, desiccated 
thyroid is of course helpful. 
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Nonspecific Therapy. Although no clear-cut ra- 
tionale exists for their use, nonspecific bacterial 
vaccines in graduated doses may be helpful. An 
initial dose of 0.1 cc. should be given, followed 
with daily increments of 0.3 cc. until a maximum 
single dose of 1 cc. is reached. This may then be 
repeated every seven to ten days over a period of 
two to three months. 

Surgery. It is not within the scope of this paper 
to discuss surgical procedures in detail. Where 
nasal obstruction results from injury, anatomic 


anomalies, or polyposis, corrective procedures 
should be considered. 


Complications 


The general practitioner, in addition to treating 
diseases also practices preventive medicine. There is 
a definite correlation between proper adequate 
therapy of an acute condition and the practice of 
preventive medicine. In the case of nasal allergy, 
proper active therapy prevents complications which 
may often be more devastating than the acute epi- 
sode. Patients who receive inadequate or improper 
therapy for nasal allergy may develop severe aller- 
gic asthmatic bronchitis or bronchial asthma. 


Repeated exposures of the sensitized nasal mu- 


cous membranes to offending allergens over a long 


period of time may result in severe local tissue 
destruction. This local reaction resembles closely 
the Arthus-type reaction so easily demonstrated in 
animals. 

When exposure is continuous and in heavy con- 
centration, the membrane may become supersatu- 
rated, so to speak, and systemic absorption of the 
allergens occurs. These circulating allergens may 
then attack any organ system but one so-called 
“shock organ” frequently involved is the mucous 
membrane lining of the lower respiratory tract. 
Some controversy exists as to whether this results 
from a circulating allergen or from local spread 
along contiguous mucous membranes. In any event 
the resulting symptomatology takes the form of 
either allergic asthmatic bronchitis or bronchial 
asthma. Therapy may again be misdirected unless 
the history of past events is closely checked and 
the primary nasal allergy diagnosed. Therapy should 
be directed toward both syndromes; primary ther- 
apy for the nasal allergy and symptomatic therapy 
for the bronchial symptom-complex. 


The author takes the opportunity to offer his generous thanks 
to French K. Hansel, M.D., for the use of material from his 
book, Clinical Allergy (C. V. Mosby Company, 1953), to Ciba 
Pharmaceutical Company for permission to use the Frank 
Netter illustration, and to M. Reingold, M.D., for the X- 
nays. 


THESE ingrained and unconscious patterns of reaction to painful lesions 
must be appreciated if the symptoms of psychoneurotic patients are to 
be evaluated properly. Such patients often are blamed for their sym- 
ptoms as though the symptoms were designed consciously by them to 
deceive the physician. This is an injustice to the patient and may lead 
to possible embarrassment for the physician who has such attitudes. 
The overreacting patient often proves a source of annoyance and for 
this reason may be dismissed without careful assessment of his sym- 
ptoms. It may be discovered later that he had a serious physical lesion. 
The revisit of a patient who has a known neurosis demands careful 
re-evaluation of his painful symptoms because this patient may have 
incurred in the interim a significant organic lesion whose presence may 
be suggested by a change in the character of the complaints. Patients 
who have been trained to deny pain or who have inordinate anxiety over 
contact with physicians because of unfortunate experiences in the past 
offer an even greater problem in that the painful symptom may be 
denied or minimized.—L. C. Kors, M.D., Proc. Staff Meet., Mayo Clin., 
28 :402, 1953. 


SYMPTOMS 


OF 


NEUROTIC 


PATIENTS 


GP December, 1953 


i 
: i 
1 
i 
i 
2 
i 


Spontaneous Pucumothorav 


SPONTANEOUS PNEUMOTHORAX Occurs most commonly in young, 
healthy adults in the third decade. However, it may be seen in the 
newborn or in old age. Males are affected more frequently than 
females. 

It was formerly believed that this condition resulted almost 
invariably from pulmonary tuberculosis. It has been established, 
however, that most cases of spontaneous pneumothorax occur in 
patients who give no antecedent history of lung disease and have no 
evidence of tuberculosis. Nor does tuberculosis develop following 
spontaneous pneumothorax any more frequently than in the general 
population. 

It is likely that the most common cause of spontaneous pneumo- 
thorax is rupture of an emphysematous bulla or bleb. These dilated 
peripheral air sacs are known to occur in lungs otherwise normal. In 
those patients in whom the spontaneous pneumothorax is considered 
“idiopathic,” it is probable that blebs or bullae are present but not 
demonstrable. In some, spontaneous rupture of a weakened pleura, 
pulmonary cyst or mediastinal emphysema may be responsible. In 
85 to 90 per cent of patients the spontaneous pneumothorax occurs 
during minimal or mild physical activity. 

About 20 per cent of patients have recurrences, while in some, the 
lung fails to re-expand spontaneously or even after the aspiration of 
air. 

Roentgenographically, the degree of collapse may be slight or 
complete. The outer margin of the lung is seen as a thin line running 
parallel to the chest contour. When the pneumothorax is small, a 
roentgenogram made on expiration is desirable, for in this phase of 
respiration the pneumothorax space is larger and more easily identi- 
fied. The edge of the lung may be irregular due to pleural adhesions 
extending from the visceral to the parietal pleura. However, in most 
cases of spontaneous pneumothorax not due to tuberculosis, pleural 
adhesions are rare. The collapsed lung may appear normal, or radio- 
lucent cyst-like structures may be seen. A small amount of pleural 
fluid is not unusual, but only rarely does it rise above the dome of the 
diaphragm. 


Figure 1 (top). Chest film showing radiolucent left apex due to em- 
physematous bulla, Figure 2 (middle). Same patient as in Figure 1, at a 
later date. Close-up of upper part of left lung, showing pneumothorax. 
Arrows point to margin of lung. Figure 3 (bottom). Chest film of robust 
young man, following development of right spontaneous pneumothorax 
(approximately 60 per cent collapse of lung). Arrow points to an 
emphysematous bulla of right upper lobe. 
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BY R. BRUCE LOGUE, M.D. 


AND J. 


Department of Medicine, Emory University School of Medicine, Emory, Georgia 


WILLIS HURST, 


Signs and symptoms of congestive heart failure in children are often misinterpreted and the etiology may appear 


obscure. In a small child, a rapid respiratory rate, hepatomegaly with few pulmonary rales are the common 
features of eorly congestive heart failure. Patent ductus arteriosus, coarctation of the aorta, high ventricular 
defect, and interatrial septal defect are the common congenital defects unassociated with cyanosis, which cause 


heart failure. Complete transposition of the great vessels is the commonest lesion associated with cyanosis 
causing heart failure in early life. Tetralogy of Fallot, on the other hand, rarely produces heart failure. Endocardia 
fibrosis produces heart failure and deoth in the first two years of life. The great majority of cases of congestive 


heart failure in children are due to rheumatic myocarditis. 


Ir 1s often difficult to recognize the presence and 
etiology of heart failure in children. There are two 
reasons for the difficulties encountered. First, heart 
failure in children may result from a wide variety of 
unusual diseases. Second, the manifestations of 
heart failure in infancy and childhood differ in cer- 
tain respects from the more commonly observed 
findings in adults. The purpose of this report is to 
present the manifestations and treatment of heart 
failure in children, and to describe certain aspects 
of the diseases commonly encountered. 


Causes of Heart Failure 


The commonest cause of heart failure in child- 
hood is acute rheumatic myocarditis. The second 
most common cause is congenital heart disease. Al- 
though no attempt has been made to list all causes 
of congestive heart failure, a classification is offered: 


A. Congenital 
1. Defects of the heart or great vessels 
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f. 
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Patent ductus arteriosus 


. Coarctation of aorta 


High ventricular septal defect 


. Interatrial septal defect 
. Pulmonary valvular stenosis 


Persistent atrioventricularis communis 


. Complete transposition of the great vessels 
. Tetralogy of Fallot 


Truncus arteriosus 
Anomalous origin of coronary artery from pulmonary 
artery 


2. Endocardial fibrosis 
3. Glycogen storage disease 
4. Idiopathic hypertrophy 


B. Acquired 
1. Myocarditis 


b. 


c. 


d. 


Rheumatic 
Diphtheria 
Septicemia 
Acute interstitial myocarditis (Fiedler’s) 
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2. Primary sodium retention 
a. Acute glomerulonephritis 
3. Hypertensive disease 
. Chronic pyelonephritis 
. Congenital polycystic disease of kidneys 
Pheochromocytoma 
. Wilm's tumor 
Cushing's syndrome 
. Lead poisoning 
4. Collagen disease 
a. Acute disseminated lupus erythematosus 
b. Periarteritis nodosa 
5. Paroxysmal tachycardia (Hubbard's syndrome) 
6. Anemia 
a. Sickle cell anemia 
7. Cor pulmonale 
a. Cystic disease of the pancreas 
b. Pulmonary arteriolar disease 


Symptoms and Signs 


Dyspnea. Heart failure in children is different in 
many respects from that of the adult. The adult with 
congestive heart failure usually describes progres- 
sive shortness of breath on exertion as the first 
symptom. As the congestive heart failure increases, 
the patient experiences dyspnea at rest and de- 
scribes paroxysmal nocturnal dyspnea, orthopnea, 
and acute pulmonary edema. 

The infant or the young child is unable to de- 
scribe such symptoms and the diagnosis of conges- 
tive heart failure depends upon the physical find- 
ings. Older children complain of shortness of breath 
on effort, orthopnea, and paroxysmal nocturnal 
dyspnea. 

Respiratory Rate. Adults with congestive heart 
failure, who complain of shortness of breath on ef- 
fort, may be comfortable with a normal respiratory 
rate at rest. Adults with more advanced failure, who 
complain of shortness of breath at rest, may have an 
increased respiratory rate, but it is unusual for the 
rate to exceed thirty per minute. 

In the young child, a rapid respiratory rate is a 
constant feature of cardiac failure and it is not un- 
common to observe respiratory rates of forty to sixty 
per minute; furthermore in infants respiratory rates 
of eighty to one hundred are common. Because of 
the rapid respiratory rate, heart failure is frequently 
misdiagnosed as pulmonary infection. One should 
recall that heart failure and respiratory infection 
may be present at the same time. Indeed, it is com- 
mon for such an infection to precipitate heart fail- 
ure, or for the child with heart failure to be subject 
to respiratory infections. 

Cough. Persistent cough, as in the adult, may be 
a symptom of congestive heart failure. This may be 


due to a combination of pulmonary congestion and 
compression of the tracheobronchial tree by an en- 
larged heart. 

Pulmonary Signs. Unlike heart failure in the 
adult, pulmonary rales are not a frequent early sign 
in infants and young children. Rales are seldom 
heard in cases of congenital heart disease where 
there is decreased blood flow to the lungs, even with 
advanced failure. Rales may occur in young pa- 
tients as an early sign of heart failure in cases of con- 
genital heart disease associated with increased blood 
flow to the lungs. When there is generalized myo- 
cardial disease such as occurs with rheumatic myo- 
carditis or endocardial fibrosis, pulmonary rales are 
not a frequent early sign of heart failure. One is 
constantly impressed with the relatively few auscul- 
tatory pulmonary findings. 

As the congestive heart failure increases, more 
rales are heard, and classical pulmonary edema may 
occur. Hydrothorax is commonly present when 
heart failure is advanced, even when few rales are 
heard, and this contributes to the dyspnea. Pul- 
monary atelectasis may be the result of bronchial 
compression produced by a greatly enlarged heart. 
At times the presenting signs of disease may be those 
of marked bronchial obstruction, and bronchoscopic 
examination is frequently carried out in such cases, 
only to discover the extrabronchial cause of obstruc- 
tion. 

Hepatomegaly. In adults, considerable and long- 
standing pulmonary congestion, due to heart failure, 
may not be attended by liver enlargement. The diag- 
nosis of heart failure by liver enlargement usually 
means that early signs of failure were overlooked. 
Hepatomegaly is an early manifestation of heart 
failure in young children, in contrast to its late ap- 
pearance in the average case of heart failure in the 
adult. With advanced heart failure, the liver may 
enlarge until the anterior border can be felt below 
the umbilicus. 

Because it is necessary to judge whether or not 
the liver is enlarged in detecting heart failure, it is 
important to know the anatomic landmarks of the 
normal liver at various ages. The lower margin of the 
liver of the newborn frequently extends to 2 cm. 
above the umbilicus. The left lobe of the liver may be 
quite large and easily palpable. The inferior margin 
of the liver may extend 4 cm. below the costal mar- 
gin in the right mammary line. In early childhood, 
the liver normally extends 3 to 5 cm. below the 
costal arch in the right anterior axillary line. Usu- 
ally by the age of 6 years, the liver margin disap- 
pears beneath the costal arch. Since the size of the 
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Figure 1. Chest films of infant taken consecutively demonstrating marked 
variation in size and configuration of heart in inspiration and expiration. 


normal liver is so variable in the first few years of 
life, it is apparent that a liver that increases in size 
during a period of observation is a more definite ab- 
normal finding than the simple presence of a palpa- 
ble liver. 

Edema is a late manifestation of heart failure in 
adults and is usually associated with hepatomegaly. 
In young children considerable liver enlargement 
may be present with little edema. At times edema of 
the eyelids due to heart failure occurs in children 
and may resemble nephritis. This unusual edema 
occurs because of the low tissue pressure of the eye- 
lids of the child compared to the average adult. 
With advanced and long-standing heart failure, gen- 
eralized edema may occur. Considerable ascites may 
accumulate in children even when edema is minimal. 

Distention of Neck Veins. It is more difficult to 
study the neck veins of young children than adults 
because of crying, straining, rapid heart rate, res- 
piratory excursions, and because of the shortness of 
the neck during the first year of life. A careful study 
of the neck veins of older children is just as impor- 
tant as it is in adults. 

Heart Size. Cardiac enlargement indicates heart 
disease and is usually present when there is heart 
failure. A rough estimate of heart size can be ob- 
tained by careful physical examination of the non- 
emphysematous adult; however, if an x-ray of the 
chest is made during a period of quiet breathing, 
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a more precise estimate of heart size can be made. 

In young children, the determination of heart size 
by physical examination is cruder, and proper x-ray 
examination is difficult. The size of the heart varies 
with the phase of respiration, crying, and straining, 
and the exact size of the heart may be impossible to 
determine even by x-ray. Figure 1 illustrates the 
great difference in heart size associated with the 
phases of respiration. At times the normal thymus 
may be so large that it is mistaken for cardiac en- 
largement (Figure 2). 

There is a considerable range for the normal val- 
ues of the cardiothoracic ratio during the first few 
years of life. Although precise measurements have 
been made on numerous children during the early 
months of life, so many factors alter the heart size 
that such precision becomes meaningless. Accord- 
ingly, it is sufficient to recall that normally the 
transverse diameter of the heart in infancy should be 
less than 60 per cent of the transverse diameter of 
the chest. 

Still other difficulties are encountered when eval- 
uating the chest x-ray of a child with congestive 
heart failure. For instance, a film made during ex- 
piration may resemble mild pulmonary congestion 
because the denser lung structures come closer 
together. Such apparent “congestion” will seem to 
have cleared when the next film is made during in- 
spiration. Frequently, considerable congestive fail- 
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Figure 2. Chest films of infant illustrating thymic enlargement. Such shadows may be mistaken as 
cardiac enlargement. The characteristic “thymic notch” is noted in both AP and left oblique views. 


ure may be present with little radiologic evidence of 
pulmonary congestion. At times it may not be possi- 
ble to differentiate pulmonary infection from pul- 
monary congestion. 

Gallop Rhythm. A diastolic gallop rhythm may be 
present in a child with heart failure, just as in an 
adult. Because of the frequent occurrence of an un- 
important third sound in diastole in children, it is 
difficult to determine the significance of a diastolic 
gallop. A slight systolic murmur may be heard at all 
valve areas in normal children and is particularly 
common in the pulmonary area. The mere presence 
ofan abnormal murmur has no relationship to heart 
failure. Indeed, some of the loudest murmurs are 
associated with good cardiac function. 

Electrocardiography. The electrocardiogram gives 
no information regarding the presence of heart fail- 
ure. Its place in the clinical recognition of the vari- 
ous causes of congestive heart failure will be indi- 
cated in the discussion that follows. It should be 
emphasized that the normal newborn’s electrocardi- 
ogram shows right ventricular hypertrophy. This is 
to be expected, since right ventricular preponder- 
ance is a normal finding during the first few years of 
life. 

In summary, the young patient with early heart 
failure has a large heart, a rapid respiratory rate, 
few pulmonary rales, a large liver but minimal edema. 
With advancing failure, the respiratory rate in- 


creases, and the liver becomes larger. Finally, more 
pulmonary rales, pulmonary congestion, ascites, 
and edema occur. 


General Comments Regarding Etiology 


Congestive heart failure in the first two years of 
life, in the absence of murmurs, favors a diagnosis of 
endocardial fibrosis or acute interstitial myocar- 
ditis. In general, when cardiac enlargement and 
heart failure are due to rheumatic fever there will be 
significant murmurs. Congenital heart defects, asso- 
ciated with heart failure, are usually, but not always, 
accompanied by significant heart murmurs. 

It should be emphasized that in early life mur- 
murs have less value in differential diagnosis, since 
identical murmurs may be heard with a variety of 
defects. As the child grows older, the murmurs as- 
sume greater etiologic significance. As a rule, mur- 
murs of congenital heart defects are predominantly 
basal or midsternal in location, as contrasted to the 
predominantly apical location of the murmurs of 
rheumatic myocarditis. A history of the presence of 
a murmur since birth favors a congenital origin. 

Rheumatic fever tends to be more common after 
age five but may occur as early as the first year of 
life. The presence of a diastolic rumble at the apex is 
common during acute rheumatic myocarditis, but 
may also be noted in the presence of patent ductus 
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arteriosus, high ventricular septal defect, interatrial 
septal defect, or in any lesion associated with gen- 
eralized cardiac enlargement. 

The presence of left atrial enlargement is not un- 
common in children with patent ductus arteriosus, 
high ventricular septal defect, or generalized cardiac 
enlargement due to long-standing heart failure. 
Thus, left auricular enlargement may not be an indi- 
cation of rheumatic heart disease. 

Auricular fibrillation in the child is most com- 
monly due to rheumatic myocarditis, but may be 
found on occasion in the presence of a large intera- 
trial septal defect, various types of myocarditis, en- 
docardial fibrosis, or as a manifestation of the Wolff- 
Parkinson-White syndrome. 


Comments on Specific Etiologic Types 
PATENT DUCTUS ARTERIOSUS 


Ziegler, Damman, and others have emphasized 
the occurrence of congestive heart failure in infancy 
and early life due to patent ductus arteriosus. When 
the ductus is large and the pulmonary artery pres- 
sure is elevated, there may be insufficient pressure 
gradient between the aorta and the pulmonary ar- 
tery to produce a continuous murmur. Thus only a 
basal systolic murmur may be present until the 
child is 1 to 3 years old, although a machinery mur- 
mur may be heard in other cases during the first 
several months of life. Occasionally a systolic mur- 
mur, which extends through the second sound into 
diastole without a “free interval’’ between the sys- 
tolic and diastolic components, may furnish the 
clue. The administration of systemic pressor agents, 
such as Neo-Synephrine or epinephrine, may raise 
the pressure in the aorta and produce a continuous 
murmur. 

It is always well to rule out other causes of a con- 
tinuous murmur, such as the normally occurring 
venous hum, aortic septal defect, anomalous dilated 
bronchial arteries (particularly in association with 
persistent truncus arteriosus), and pulmonary ar- 
teriovenous fistula. A low-pitched diastolic rumble 
at the apex is common in cases of patent ductus ar- 
teriosus. Increased arterial pulsations in the neck or 
extremities may suggest a wide pulse pressure, and 
this may be confirmed by the recording of the blood 
pressure. 

Radiologic examination of the chest reveals gen- 
eralized cardiac enlargement and fluoroscopic ex- 
amination may show prominent pulsations of the 
aorta (Figure 3). Intrinsic pulmonary arterial pulsa- 
tions may be noted, but these are distinctly less 
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_ common than in the case of interatrial septal defect. 


Enlargement of the left atrium is common. 

The electrocardiogram usually has a normal axis, 
although evidence of left ventricular enlargement 
may occasionally be noted. In infancy, the physio- 
logic right axis deviation may dominate the record. 
In older children, one does not see electrocardio- 
graphic evidence of right ventricular hypertrophy in 
uncomplicated patent ductus. Cases of right bundle 
branch block have been reported. 

It need hardly be mentioned that cyanosis is not 
present in uncomplicated patent ductus but may be 
present in mild degrees with severe congestive heart 
failure. 


COARCTATION OF AORTA 


Congestive heart failure may result from coare- 
tation of the aorta in the early weeks of life. This is 
especially true with the infantile type in which the 
ductus arteriosus enters the aorta distal to the con- 
striction. In the majority of instances, this type is 
associated with a longer area of constriction and 
there is less collateral circulation. About one-half of 
these patients have an associated patent ductus and 
about one-fourth have other serious cardiac anom- 
alies. 

In view of the flow of venous blood through the 
ductus into the aorta beyond the constriction, one 


Figure 3. S. J. Age 4. Patent ductus arteriosus. AP film of chest 
demonstrating left ventricular enlargement, prominent pul- 
monary artery and secondary branches, and hilar congestion. 
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Figure 4. A.K., Age 6 mo. Coarctation of aorta. BP 160-?. AP films of chest showing 
generalized cardiac enlargement. Congestive heart failure occurred at the age of 2 weeks. 


might expect cyanosis of the lower extremities ; how- 
ever, this is rare. A diminished oxygen saturation of 
arterial blood in the femoral artery as compared to 
that in the brachial artery occurs, but this may be 
of insufficient magnitude to give cyanosis. The fem- 
oral arterial pulsations may be palpable, particularly 
if a patent ductus enters distal to the aortic block. 

A clue to the diagnosis is an elevated blood pres- 
sure in the upper extremities associated with a 
lower blood pressure in the lower extremities. It is 
important to use the infant-size blood pressure cuff 
and to recall that the normal blood pressure in the 
newborn does not exceed 80/50. 

The majority of cases have a precordial systolic 
murmur, but cases have been reported in which no 
murmur was heard. Occasionally there may be a 
systolic murmur in the interscapular region, and an 
aortic diastolic murmur due to bicuspid aortic valves 
may be heard later in life. 

The physiologic right axis deviation of the elec- 
trocardiogram in infancy may mask evidence of left 
ventricular enlargement. Right ventricular hyper- 
trophy may occur in the infantile type with a widely 
patent ductus, in which instance the right ventricle 
becomes a systemic ventricle. X-ray examination 
may reveal marked generalized cardiac enlargement. 
Notching of the ribs does not occur in early life 
(Figure 4). 


VENTRICULAR SEPTAL DEFECT 


There are two distinct types of ventricular septal 
defect, the classical small defect of the muscular por- 
tion of the septum and the less common and larger 
defect of the membranous portion of the septum. 


The former lesion places little burden on the circu- 
lation, whereas cardiac enlargement and heart failure 
are not uncommon with the latter defect. 

A ventricular septal defect should be suspected 
where there is a loud systolic murmur along the left 
border of the sternum in the midsternal area. Due to 
the generalized dilatation which may occur with the 
high septal defect, there may be a diastolic rumble 
at the apex. The predominant shunt is from the left 
to the right ventricle, so that there is no cyanosis. 

With high defects, the shunt may be directed into 
the outflow tract of the right ventricle giving prom- 
inence of the pulmonary artery segment. Intrinsic 
pulsations of the pulmonary arteries are occasionally 
noted, and there may be left atrial enlargement. 
The electrocardiogram may show evidence of com- 
bined ventricular hypertrophy with large biphasic 
complexes, and right bundle branch block is occa- 
sionally seen. The findings associated with a high 
interventricular septal defect may closely resemble 
those of an interatrial defect or patent ductus ar- 
teriosus. 


ATRIAL SEPTAL DEFECT 


Patients with atrial septal defects may live fairly 
long lives, exhibiting little disability, but eventually 
they die of congestive heart failure. This is especially 
likely to occur when the defect is large or when the 
entire atrial septum is absent. 

Cyanosis is usually absent because the shunt of 
blood is from the left to the right atrium. When 
heart failure ensues, the pressure gradient and 
blood flow are reversed and cyanosis may result. 
When the entire atrial septum is missing, cyanosis 
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is common because of the mixing of blood in the 
common atrium. Left-sided chest deformity, due to 
right ventricular enlargement, may be noted. Aus- 
cultation may reveal a systolic murmur in the pul- 
monary valve area. This murmur may be faint or loud. 
The pulmonary second sound is usually loud and re- 
duplicated; rarely there may be the murmur of pul- 
monary insufficiency. A diastolic rumble at the apex 
may occur, and it does not necessarily indicate 
rheumatic mitral stenosis; it is our belief, shared 
by others, that the Lutembacher syndrome is rare. 

The electrocardiogram almost always shows either 
right ventricular hypertrophy or right bundle branch 
block. Auricular fibrillation, paroxysmal auricular 
tachycardia, and A-V block may occasionally occur. 
Important diagnostic clues afforded by fluoroscopic 
examination are the observation of right ventricular 
enlargement, a large pulsating main pulmonary 
artery, vigorous intrinsic pulsations of oversized sec- 
ondary pulmonary branches, and a small aorta. Chil- 
dren with interatrial septal defect are often frail and 
are subject to pulmonary infections. 


PULMONARY VALVE STENOSIS 


Stenosis of the pulmonary valve or infundibulum 
may produce right ventricular enlargement, and in 
time congestive heart failure may ensue. With iso- 
lated pulmonary stenosis, cyanosis does not occur. 

There may be left-sided chest prominence and a 
loud systolic murmur and thrill at the pulmonary 
valve area. When the murmur is not loud, it may be 
confused with the physiologic systolic murmur and, 
when widely transmitted, it may be confused with 
that of a ventricular septal defect. 


The electrocardiogram usually shows right ven- 
tricular hypertrophy and occasionally shows right 
bundle branch block. X-ray of the chest may reveal 
right ventricular enlargement and diminished vas- 
cularity of the lungs (Figure 5). In the presence of 
the diaphragmatic type of pulmonary valvular ste- 
nosis, the primary pulmonary artery and the proxi- 
mal portion of the secondary branches may show 
post-stenotic dilatation. Fluoroscopically, intrinsic 
pulsations are absent in the secondary branches of 
the pulmonary artery. 

The heart failure produced by this defect is pre- 
dominantly right-sided, with liver enlargement, ve- 
nous distention, and edema. Pulmonary congestion 
is rare, since there is inadequate blood flow to the 
lungs. 


OTHER CONGENITAL LESIONS 


Persistent atrioventricularis communis is a rare 
congenital lesion with a combination defect of the 
atrial and ventricular septa. occurring with in- 
creased frequency in Mongolian idiots. Cyanosis is 
usually absent until heart failure occurs. The mur- 
mur and other findings are indistinguishable from 
those of high interventricular septal defect. 

Complete transposition of the aorta and pulmonary 
artery results in intense cyanosis, early and marked 
generalized cardiac enlargement, and congestive 
heart failure during the first few years of life. There 
is usually a loud precordial systolic murmur and 
electrocardiographic evidence of right ventricular 
hypertrophy. Rare instances of left axis deviation 
have been reported. Pulmonary congestion is com- 
mon, since there is increased blood flow to lungs. 


Figure 5. G.R., Age 10. Isolated pulmonic stenosis. AP and right oblique 
films showing large main pulmonary artery with clear lung fields. 
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Figure 6. J.D., Age 2. Complete transposition of great vessels. Left lateral and PA view of chest showing gener- 
alized cardiac enlargement and marked pulmonary congestion. Note the narrow vascular pedicle in the PA view. 


The vascular pedicle may be narrow in the postero- 
anterior view and may widen as the child is turned 
into the oblique position. The vascular markings are 
increased and the pulmonary arterial pulsations may 
be increased (Figure 6). 

Congestive heart failure is a rare complication of 
tetralogy of Fallot, although this is the commonest 
congenital heart lesion associated with persistent 
cyanosis. Attacks of paroxysmal dyspnea are com- 
mon, but pulmonary congestion is rare. There is a 
frequent history of squatting and attacks of syncope. 
Cyanosis, clubbing of the fingers, left-sided chest de- 
formity, and precordiai systolic murmur are char- 
acteristic. 

X-ray may reveal concavity of the pulmonary 
artery segment and diminished vascularity of the 
lungs. While right ventricular hypertrophy is com- 
mon, there may be relatively little over-all enlarge- 
ment. The electrocardiogram shows right ventricular 
hypertrophy. Patients with tricuspid atresia may 
have similar clinical findings to tetralogy of Fallot 
except for the presence of left axis deviation. One 
occasionally observes congestive heart failure follow- 
ing the Potts or Blalock operations for the above 
lesions. 

Persistent truncus arteriosus may not be asso- 
ciated with cyanosis if there are pulmonary arteries 
arising from the truncus. On the other hand, in the 
absence of such vessels, cyanosis may be intense. 
There is generalized cardiac enlargement, and a 
nonspecific precordial systolic murmur, although at 


times a machinery murmur may be present due to 
dilatation of collateral vessels. The x-ray shows an 
enlarged globular heart, prominent “aortic shadow,” 
and absence of the normal pulmonary artery shadow. 
The electrocardiogram may show predominant 
right ventricular hypertrophy or large biphasic 
complexes. 

A rare cause of cardiac enlargement and con- 
gestive heart failure is the anomalous origin of the 
left coronary artery from the pulmonary artery. This 
is often associated with endocardial fibrosis, and the 
heart may be markedly enlarged with areas of in- 
farction and fibrosis. There may be episodes of 
dyspnea, pallor, sweating, and anxiety. The infant 
may cry out with pain. The electrocardiogram may 
show evidence of myocardial ischemia or infarction, 
and sudden death is not uncommon. Most cases are 
fatal within the first year of life, although some have 
survived to adult life. 


ENDOCARDIAL FIBROSIS 


Endocardial fibrosis is one of the most common 
causes of congestive heart failure and death in the 
early years of life. The etiology is unknown, but it is 
thought to be a congenital developmental anomaly 
characterized by an increase of the fibro-elastic tissue 
of the endocardium and valves. It may occur in 
association with other congenital anomalies, such as 
coarctation of the aorta and anomalous origin of a 
coronary artery from the pulmonary artery. 

The majority of cases develop symptoms within 
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six months and die within two years. An apparently 
normal child may develop evidences of congestive 
heart failure and die within a few days. However, 
others may pursue a more chronic course, with 
periods of remission and relapse. 

Pallor and mild cyanosis are common. General- 
ized cardiac enlargement is a characteristic feature 
(Figure 7). Hepatomegaly may be marked. The 
majority of cases do not have murmurs, but occa- 
sionally a systolic murmur is heard at the apex. 
Occasionally, the murmurs of aortic stenosis, mitral 
stenosis, or mitral insufficiency may occur due to 
involvement of valves. The electrocardiogram may 
show nonspecific T-wave changes, auricular fibrilla- 
tion, and conduction defects. Endocardial fibrosis is 
statistically more common than Fiedler’s myocar- 
ditis. The presence of an enlarged heart without 
murmurs is strong evidence against rheumatic myo- 
carditis. 


GLYCOGEN STORAGE DISEASE 


Glycogen storage disease is one of the rare causes 
of generalized cardiac enlargement and heart failure 
in early life. Murmurs are usually insignificant. Mus- 
cular weakness and macroglossia due to skeletal 
muscle involvement may be noted prior to heart 
failure. The cardiomuscular type may simulate in- 


fantile myxedema, mongolism, or amyotonia con- 
genita. Death usually occurs within the first year of 
life, however, there are two case reports of death at 
ages 1] and 15. 

Congenital idiopathic hypertrophy of the heart in 
which hypertrophy of the individual fibers occurs 
is extremely rare. The manifestations and findings 
may be similar to endocardial fibrosis. 


RHEUMATIC HEART DISEASE 


The commonest cause of heart failure in children 
is acute rheumatic myocarditis. The close relation- 
ship between rheumatic fever and preceding strepto- 
coccic infections of the upper respiratory tract is 
well recognized. While a great majority of cases 
occur in the age group of 5 to 15 years, it may 
occur in the earlier years of life. 

Although subjective joint complaints may be 
present in about half of the cases, typical migrating 
polyarthritis which characterizes rheumatic fever 
in later life is uncommon. 

Rheumatic fever in the young manifests itself 
chiefly as carditis with cardiac enlargement, signifi- 
cant murmurs, cardiac failure. auriculoventricular 
heart block, and pericarditis. It should be empha- 
sized that heart failure due to rheumatic myocarditis 
is usually associated with significant murmurs such 
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Figure 7. J.B., Age 5. Endocardial fibrosis. Note the marked generalized 
cardiac enlargement. Patient died with severe congestive heart failure. 
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THERITIC MYOCARDITIS 


Figure 8. Electrocardiogram of 10-year-old child with diphtheritic myocarditis, showing 


as a loud systolic murmur or a low-pitched diastolic 
rumble at the apex. 

Associated symptoms, which are at times present, 
are weight loss, anorexia, abdominal pain, spon- 
taneous epistaxis, pallor, anemia, and skin mani- 
festations in the form of erythema marginatum or 
subcutaneous nodules. Chorea is more common in 
the female, and about a third of these patients de- 
velop evidence of rheumatic heart disease. Leuko- 
cytosis and elevation of the sedimentation rate are 
useful but nonspecific tests of rheumatic activity. 


OTHER TYPES OF MYOCARDITIS 


Myocarditis due to diphtheria may occur within a 
few days to several weeks after such infection. There 
may be extensive interstitial and parenchymatous de- 
generation of the myocardium with abnormalities of 
ST-T interval, arrhythmias, conduction disturb- 
ances, or bundle branch block (Figure 8). There 
may be death due to acute forward failure with 
peripheral vascular collapse. Congestive heart failure 
is much less common. 

Heart failure may occur as a result of myocardial 
involvement during the course of septicemia. Infec- 


wandering pacemaker, nodal rhythm, prolonged Q-T interval, and subendocardial injury. 


tions due to the hemolytic Streptococcus, Staphylo- 
coccus, pneumococcus, and meningococcus are the 
more common offenders. Heart failure during the 
course of rickettsial infections, such as that due to 
Rocky Mountain spotted fever or typhus fever, is 
seen on occasions. While involvement of the heart 
with poliomyelitis may be seen histologically, one 
rarely sees congestive heart failure due to this cause. 
Acute streptococcal pharyngitis and tonsillitis has 
been followed by fulminating myocarditis with 
peripheral collapse and death. 

The onset of the clinical manifestations of myo- 
carditis may occur after a “deceptive interval” 
when the infection seems to be improving. It is often 
heralded by hypotension and tachycardia. This “‘for- 
ward failure” should not be confused with shock, 
since the injudicious administration of fluids intra- 
venously may result in acute pulmonary edema and 
death. 

Acute interstitial myocarditis or Fiedler’s myo- 
carditis is uncommon in childhood. It may be of 
gradual or sudden onset with the development of 
cardiac enlargement, gallop rhythm, and other evi- 
dences of congestive heart failure. There may or 
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may not be murmurs. Some cases have been asso- 
ciated with precordial pain simulating coronary 
disease. There may be conduction disturbances or a 
variety of arrhythmias. There may be marked tachy- 
cardia, cough, dyspnea, cyanosis, low-grade fever, 
and enlargement of the liver. Mural thrombi may 
form within the heart and embolism may occur. The 
course may be fulminating with peripheral collapse 
and death, or there may be a protracted course with 
chronic congestive heart failure. 


HYPERTENSIVE HEART DISEASE 


There are a number of causes of hypertension in 
the early years of life. Among the causes may be 
listed coarctation of the aorta, acute glomerulone- 
phritis, chronic pyelonephritis, polycystic disease, 
Wilm’s tumor, Cushing’s syndrome, periarteritis 
nodosa, lead poisoning, and pheochromocytoma. 
These conditions may lead to heart failure due to a 
combination of their renal and cardiac effects. It 
should be emphasized that acute glomerulonephritis 
may result in cardiac enlargement, gallop rhythm, 
and heart failure due to primary retention of sodium 
and hypervolemia in the absence of hypertension 


(Figure 9). 


PAROXYSMAL TACHYCARDIAS 


Heart failure may complicate paroxysmal tachy- 


cardia in early life, even in the absence of associated 
heart disease (Hubbard’s syndrome). Thus one may 
see dyspnea with respiratory rates as rapid as 100, 
fever, pulmonary congestion, liver enlargement, and 
pulmonary shadows on x-ray which may be confused 
with pneumonia (Figure 10). Syncope due to cere- 
bral anoxia may be occasionally noted. 

The prompt recognition of the condition may be 
lifesaving as the administration of digitalis, quini- 
dine, or procaine amide may result in control of the 
rate and rapid dissipation of the symptoms. 

Some of the attacks of paroxysmal rapid heart 
action may be associated with the Wolff-Parkinson- 
White syndrome. In this condition there is pre- 
excitation of the ventricles with a short P-R interval 
of 0.08 or less and prolongation of the QRS interval, 
often with slurring of the initial portion of the R 
wave. In some instances there may be an accessory 
muscle bundle and in others, disease in the region 
of the A-V node. While the majority of the attacks 
are due to auricular tachycardia, there may be 
auricular fibrillation, auricular flutter, or ventricular 
tachycardia. Although in most instances the condi- 
tion is benign, there have been a number of fatalities. 


ANEMIA 


Anemia of severe degree in which the hemoglobin 
is 5 Gm. per cent or less may lead to congestive 


Figure 9. P.S., Age 2%. Acute glomerulonephritis. PA films of chest demonstrating 
cardiac enlargement. Note clearing of pulmonary congestion in the second film, 
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Figure 10. K.C., Age 10 weeks, Paroxysmal nodal tachycardia. The initial tracing shows a rate of 
340. After 0.3 mg. Cedilanid i.v. the rhythm reverted to sinus rhythm with occasional wandering 
pacemaker. Leads 1 and V5 show the characteristics of the Wolff-Parkinson-White syndrome. 


heart failure. In children this is most often due to 
sickle cell anemia. Joint and abdominal pains, pro- 
longed P-R interval, and loud systolic and diastolic 
murmurs at the apex may cause confusion with acute 
rheumatic fever. There may be periostitis or chole- 
lithiasis, due to frequent hemolytic crises, and rarely 
chronic cor pulmonale due to thrombosis of the 
pulmonary arterioles by clumps of sickle cells. 
Splenomegaly may be noted in about one-third of 
the patients. 


Cor PULMONALE 


Cor pulmonale is occasionally seen in infancy or 
early childhood. It is most often due to cystic dis- 
ease of the pancreas but may be due to chronic 
disease of the lungs such as bronchiectasis or tuber- 
culosis. It is rarely due to asthma or primary pul- 
monary arteriolosclerosis. 

Cor pulmonale occurs in about 70 per cent of 
cases of cystic disease of the pancreas and may de- 
velop surprisingly rapidly. It has been reported as 
early as 11 days of age and not uncommonly de- 


American Heart Journal 


Figure 11. G.E.A., Age 34%. Cystic fibrosis of pan- 
creas. PA film of chest demonstrates pulmonary in- x . 
filtrates and slight right heart enlargement. Patient velops in the first several months of life. Evidences 


died with congestive failure due to cor pulmonale. of right ventricular hypertrophy and dilatation are 
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notoriously difficult to demonstrate by x-ray and the 
electrocardiogram in the infant (Figure 11). Edema, 
liver enlargement, and ascites are common mani- 
festations. The dyspnea and cyanosis are due to the 
pulmonary and not the cardiac disease. 


Treatment of Congestive Heart Failure 


Digitalization. Digitalis is indicated in the treat- 
ment of congestive heart failure in children. How- 
ever, due to the predominance of inflammatory 
lesions, the response is less dramatic than is usual in 
adults. In the adult, digitalis is given until a thera- 
peutic response is obtained or minor toxic symp- 
toms occur. Since evaluation of toxic symptoms is 
difficult in the young child, a standard dose based 
on previous experience is necessary. 

The digitalizing dose of digitoxin in infancy is 0.1 
mg. per 3 Kg. of body weight. This should be given 
orally in divided doses over a period of twenty-four 
hours, depending upon the urgency of the situation. 
The maintenance dose is approximately 10 per cent 
of the digitalizing dose. 

Lanatoside C may be given to the infant intra- 
muscularly or intravenously in a dose of 0.2 mg. for 
rapid action. This is particularly useful in the ter- 
mination of paroxysmal auricular tachycardia unre- 
sponsive to carotid sinus pressure. If the rhythm 
does not revert to normal, additional doses of .05 mg. 
may be given at intervals of two hours until a total 
of 0.4 mg. is administered. When reversion is ac- 
complished, it is well to continue a maintenance dose 
of digitalis to prevent recurrence. If there is no re- 
currence of tachycardia within three months, the 
drug may be stopped. 

One of the disadvantages of digitoxin is that it 
cannot be given intramuscularly due to its irritating 
properties. Lanatoside C is unwieldy as maintenance 
therapy due to its rapid dissipation. There is a new 
preparation of Digoxin in propylene glycol which is 
well tolerated by the intramuscular route, and it 
would seem to offer advantages in rapid digitalization 
and in maintenance therapy where there are diffi- 
culties of oral administration, such as vomiting or 
uncertainty about absorption of the drug. The dose 
has not been established, but 0.125 mg. per 3 Kg. 
would seem adequate for digitalization, with a main- 
tenance dose of 10 per cent of this figure. The doses 
of various preparations are summarized in Table 1. 

Toxic symptoms of digitalis which may be noted 
are anorexia, vomiting. diarrhea, A-V block, or other 
cardiac arrhythmia. These symptoms necessitate 
the omission of the drug for several days and 
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then resumption of a smaller maintenance dose. 

Mercurial diuretics are very helpful in the manage- 
ment of congestive heart failure in the child. They 
should be given when the following symptoms or 
signs are due to heart failure: (1) dyspnea, (2) cough, 
(3) enlargement of the liver, (4) ascites and edema. 
One should always suspect heart failure in the pres- 
ence of respiratory infection or “pneumonia” in the 
child with congenital heart disease associated with 
increased pulmonary blood flow. Treatment for 
heart failure, including mercurial diuretics, may af- 
ford relief of symptoms thought to be due entirely 
to respiratory infection. The presence of albuminuria 
is no contraindication to their use, since three plus 
or four plus albuminuria may result from heart 
failure alone. While a few red blood cells may at 
times be noted due to heart failure, one must exclude 
acute glomerulonephritis, since mercurials are con- 
traindicated in this condition. 

One may give 0.25 cc. of Mercuhydrin or Thio- 
merin intramuscularly once or twice weekly to chil- 
dren under 3 years of age. Older children may be 
given 0.5 cc. One should be alert for symptoms of 
electrolyte depletion such as anorexia, weakness, 
muscle cramps, nausea, vomiting, oliguria, drowsi- 
ness, and coma. These may occur in the presence of 
edema. If the symptoms are mild, simple addition of 
salt to the diet may be sufficient, but in severe cases 
2.5 per cent saline may be given intravenously. 

Sodium restriction is of limited value in the treat- 
ment of the child with heart failure. It is useful in the 
management of acute heart failure but is difficult to 
achieve in the management of long-term failure be- 
cause of the lack of co-operation. In infancy, the use 
of sodium-free milk preparations, such as Lonolac, 
may be indicated. 

Oxygen is a useful adjunct in the treatment of 
acute congestive heart failure but is of limited value 
in the management of the patient with chronic heart 
failure. It is of decided value where respiratory in- 
fection and heart failure coexist. 

Aminophylline. In the presence of bronchospasm 


Table 1. 


preparation digitalizing maintenance 
of digitalis dose dose 


10% of digitalizing dose 
10% of digitalizing dose 
10% of digitalizing dose 
10% of digitalizing dose 


Digitoxin 
Digoxin 
Lanatoside C 
Whole leaf 
Digifoline 


0.1 mg. per 3 Kg. 
0.125 mg. per 3 Kg. 
0.2 mg. per 3 Kg. 
0.1 Gm. per 3 Kg. 

1 U.S.P. unit or 2 

cc. per 3 Kg. 

1 cc. per 3 Kg. 


10% of digitalizing dose 


Tr. digitalis 10% of digitalizing dose 


ml? 
lig 
: 
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and wheezing, 0.06 to 0.25 Gm. of aminophylline by 
intravenous injection or rectal suppository is effec- 
tive in relieving symptoms. The intravenous admin- 
istration of aminophylline is helpful in treating acute 
pulmonary edema. 

The control of infections is of utmost importance, 
and otherwise refractory heart failure may respond 
when pulmonary or urinary tract infection is con- 
trolled. Carefully supervised chemotherapy is of 
utmost importance in the prevention and treatment 
of pulmonary infections in the child with cystic dis- 
ease of the pancreas. 

The removal of significant amounts of pleural or 
peritoneal fluid may result in improvement. The 
presence of severe anemia warrants red cell ¢rans- 
fusion; whole blood is contraindicated because of 
the dangers of overloading the circulation. Where 
hypoproteinemia is present, the use of salt-poor 
human albumin may be beneficial. 

Cortisone and ACTH are of value in tiding the 
child with acute rheumatic myocarditis over a critical 
period. These lessen the load on the heart by de- 
creasing the inflammatory reaction and fever. Joint 
symptoms, fever, pericarditis, heart block, and ele- 
vated sedimentation rate may subside or return to 
normal within a week or ten days. However, clinical 
or laboratory relapse may occur in about 50 per cent 
of patients when the drugs are omitted. During 
their administration, sodium should be restricted 
and extra potassium given. Hormone therapy is not 
always necessary or desirable, and present evidence 
indicates that such therapy does not prevent subse- 
quent valve damage. 

When hormone therapy is not used, salicylates may 
be useful in the management of heart failure through 
lessening the metabolic demands on the heart by 
their antipyretic effect. The dose is 60 mg. per 
pound, Aspirin is as effective as sodium salicylate 
and the dose may be less. Furthermore, one should 
avoid the administration of bicarbonate of soda, 
which is so often necessary with sodium salicylate, as 
it may result in further fluid retention. ‘‘Salicyl 
dyspnea” or hyperpnea should be promptly recog- 
nized as a toxic manifestation and not confused as 
evidence of increasing heart failure. 


The advent of surgery for congenital heart lesions 
has greatly altered the outlook for many children. 
Usually patients with patent ductus arteriosus or co- 
arctation of the aorta are operated upon after age 4; 
however, the persistence of congestive heart failure 
despite adequate medical treatment may necessitate 
operation within the early months of life. The risks 
of such surgery are greater, particularly in those with 
coarctation of the aorta where there is such a high 
incidence of associated major defects. 

It may be impossible to determine whether sur- 
gery for coarctation of the aorta can be completed 
prior to the actual operation. This is particularly 
true in the infant where preoperative diagnostic 
studies are difficult to perform. Accordingly one is 
forced to subject young children with persistent 
heart failure due to coarctation to surgery with the 
hope that the malformation can be corrected. 

Operations for defects of the auricular and ven- 
tricular septa are still in the experimental stage, and 
their perfection will probably await the development 
of a method for maintaining the circulation through 
extracardiac means. 

Heart failure due to pulmonary stenosis, with or 
without an intact auricular septum, can be benefited 
by pulmonary valvulotomy. One might anticipate 
improvement since the procedure lessens right ven- 
tricular work. 

While congestive heart failure is rare in patients 
with tetralogy of Fallot, when such is present, the 
procedure of choice is resection of the infundibulum 
or pulmonary valvulotomy rather than one of the 
shunt procedures. 

There is no effective operative procedure for com- 
plete transposition of the great vessels, although 
auricular septal defects have been created. 

The rare child with tight mitral stenosis due to 
rheumatic fever may be benefited by mitral com- 
missurotomy. Surgery is indicated where there are 
progressive symptoms such as dyspnea on exertion, 
repeated attacks of pulmonary edema or hemoptysis. 
in the absence of other valve lesions and active 
rheumatic fever. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY ARTHUR H. 
New York, New York 


BLAKEMORE, 


A number of mechanisms are concerned in the development of portal hypertension. Portacaval shunting is a 


rational and relatively safe method for reducing such hypertension. The main purposes of the operation are 


(1) to protect patients from untimely death due to hemorrhage, and (2) to protect the liver of a cirrhosis 


patient from the deleterious effects of recurring hemorrhage and of wasting ascites, thus affording an 


opportunity for healing and restoration of the liver parenchyma under the favorable influence of modern 


medical management. 


Porta hypertension, though a relatively rare con- 
dition, rates deservedly high in clinical importance. 


As a ranking cause of hematemesis, that dreaded 
omen of serious pathology, portal hypertension reg- 
ularly poses a complicated problem in management. 


The Syndrome of Portal Bed Block 


Chronic portal hypertension results from ob- 
struction in the portal bed. Cases of portal hyper- 
tension are classified in two groups in accordance 
with the site of portal block; namely, intrahepatic, 
for example, due to cirrhosis of the liver; or extra- 
hepatic, cases in which the liver is normal but portal 
hypertension results from a block in the portal vein 
itself or in its radicals outside of the liver. 

It is true that in patients suffering from chronic 
portal hypertension, the sites of portal bed block 
are as above indicated, but there is evidence to 
show that portal bed block per se does not cause 
chronic portal hypertension in man. Furthermore, 
Madden has demonstrated, employing a technique 
for the visualization of veins by injecting colored 
latex, the presence of definite portacaval venous 


- 


pathways in 50 per cent of the normal human spec- 
imens studied by him. 

The obvious implication of these studies is that 
those patients who have pre-existing portacaval 
shunt venous pathways of adequate size and num- 
ber will not develop severe portal hypertension 
should they get cirrhosis of the liver or develop an 
extrahepatic portal block. The studies explain best 
the observed facts that not more than a third of 
the cirrhosis cases have hematemesis, and that in a 
higher percentage of cases the presence of esopha- 
geal varices cannot be demonstrated by esopha- 
grams. The great variability in the size and number 
of the portacaval shunt venous pathways encoun- 
tered by Madden, in the different specimens, logi- 
cally explains, in part, the variability of the portal 
pressure readings recorded at operation upon por- 
tal hypertensive patients. It is granted that the 
degree of portal bed block and the degree of devel- 
opment of the well-known collateral channels are 
two other important factors affecting the severity 
of the portal hypertension in a given case. 

In conclusion, based upon Madden’s studies, it 
would appear, however, that at least 50 per cent 
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of the people affected by portal block, be it extra- 
hepatic or due to cirrhosis of the liver, are not 
likely to develop serious portal hypertension. 

The syndrome of portal hypertension, frequently 
referred to as Banti’s disease, is well known to all. 
It includes congestive splenomegaly, secondary 
anemia, leukopenia, thrombocytopenia, and a his- 
tory of attacks of gastrointestinal bleeding or de- 
monstrable evidence of esophageal varices. 

On the basis of a careful history, physical exam- 
ination, and liver chemistry determinations, it is 
usually possible to determine preoperatively wheth- 
er one is dealing with extrahepatic or intrahepatic 
portal block. Portal pressure readings, taken at op- 
eration, will confirm the diagnosis of portal hyper- 
tension. 


Emergency Management of Hemorrhage 


It is common knowledge that esophageal varices’ 
the result of collateral blood flow via the coronary- 
esophageal vein circuit, are the usual site of bleed- 
ing. 

The ready availability of blood for transfusion 
represents a great step forward in the prevention 
of death from shock in patients bleeding because 
of portal hypertension. Although blood is indis- 
pensable in such cases, blood alone frequently 1s 
not enough, particularly in cases of portal hyper- 
tension secondary to cirrhosis of the liver. Such 
patients may be spared death from shock only to 
succumb some days later from liver failure. Deaths 
from liver failure far exceed those from shock per se. 

These facts emphasize the need for direct means 
of arrest of hemorrhage at the bleeding site. Arrest 
of bleeding plus prompt restoration of a normal 
circulating blood volume by transfusions spares the 
cirrhotic liver from the disastrous effects of hours 
of chronic anoxia. 

Esophageal Tamponage. This is a direct method 
for emergency control of bleeding from a ruptured 
esophageal varix. Tamponage at the bleeding site 
may be attained by the introduction of absorbable 
gauze into the esophagus through an esophago- 
scope, or by employment of inflatable balloons 
mounted on a nasogastric tube. 

Figure 1 shows a nasogastric tube-balloon assem- 
bly that we have employed with gratifying success 
in the emergency control of hemorrhage. A special 
feature of this esophageal balloon is the presence 
of a double thickness of rubber in its lower third. 
This simple feature prevents herniation and ex- 
pansion of the lower end of the balloon into the 
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Figure 1. Photograph of a satisfactory tube-balloon combination 


for tampon control of bleeding from varices. Note the large-size 


lumen that facilitates aspiration of blood clots and the intro- 
duction of feedings. 


stomach upon inflation. It insures an equal distri- 
bution of air and pressure throughout, and by the 
same token prevents a downward drag upon the 
tube that is so intolerable to the patient. In addi- 
tion, for those rare instances of bleeding from a 
coronary vein on the wall of the stomach, inflation 
of the stomach balloon with 300 to 400 cc. of air 
affords compressive occlusion of many of these 
veins within the stomach. In regular use, the stom- 
ach balloon is inflated with only 50 to 75 cc. of air 
and serves for the proper positioning of the eso- 
phageal balloon without the necessity of taking an 
X-ray. 

The nasogastric tube, well lubricated and with 
the balloons completely deflated, is easily swallowed 
(with the aid of sips of water) by the patient follow- 
ing procainization of the nasopharynx. Deep seda- 
tion, which is objectionable in cirrhotic patients, is 
not required. The average patient will tolerate the 
tube well for some days if given small (50 mg.) 
doses of meperidine. 

Passage of the tube may be facilitated, in un- 
conscious patients or patients under anesthesia, by 
employing a special wire stylet. These stylets can 
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be obtained from the manufacturers of the tube 
(The Davol Rubber Company, Providence, Rhode 
Island). 

An important feature of the tube is its large cen- 
tral lumen. This greatly facilitates aspiration of 
blood clots from the stomach and serves well for 
feeding high protein, high caloric mixtures for pa- 
tients requiring long use of the tube. 

The good results with balloon tamponage for 
emergency control of hemorrhage in portal hyper- 
tensive patients leads to the suggestion that every 
hospital should be equipped with this simple and 
efficient gadget. Of course one not infrequently 
encounters a patient in whom, after forty-eight 
hours of arrest of hemorrhage by balloon tampon- 
age, bleeding starts again soon after release of bal- 
loon pressure. This is uncommon in patients hav- 
ing portal hypertension due to extrahepatic portal 
block. Renewal of bleeding is more frequent in 
cirrhosis patients who also have a derangement in 
their blood clotting mechanism. 

Suture Ligation of Esophageal Varices. As an emer- 
gency operation for control of hemorrhage, suturing 
of esophageal varices directly through an esopha- 
gotomy has proven an efficient and lifesaving meas- 
ure. This procedure is now being employed exten- 
sively for patients who have immediate recurrence 
of bleeding after release of balloon tamponage. 
With proper attention to the prevention and cor- 
rection of shock by transfusions and with due care 
in prevention of anoxia, this operation can be car- 
ried out with minimal risk for patients whose livers 
are severely damaged by cirrhosis. 

With balloon tamponage and with emergency 
suture of esophageal varices, we now have two 
safe and efficient methods for dealing with that 
dreaded emergency, hematemesis, the result of por- 
tal hypertension—methods that can be made avail- 
able to patients in any hospital. It is equally impor- 
tant to remember that these methods are palliative. 
It is necessary to plan a course of management that 
will culminate in definitive relief of the portal hyper- 
tension. However, suture ligation of esophageal 
varices may afford a precious opportunity of a 
month or two to get the patient into proper condi- 
tion for portacaval shunting for definitive relief of 
portal hypertension. 

Our experience with portacaval shunting during 
the past eight years emphasizes the above state- 
ment. During the first half of this period (1944 to 
1948), we depended solely upon blood replacement 
by transfusion for emergency control of hemorrhage 
from esophageal varices. During this period, when 
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bleeding persisted, portacaval shunting was _ re- 
sorted to on occasion as a lifesaving measure. The 
cirrhotic liver, its function further impaired by 
hemorrhage, greatly increased the hazard of shunt- 
ing in such cases. The advent of esophageal balloon 
tamponage in 1948 enabled us better to prepare 
patients for operation. This resulted in a consider- 
able reduction in operative risk. And finally, the 
more recent introduction of suture ligation of eso- 
phageal varices for emergency control of hemor- 
rhage in a persistent bleeder has entirely eliminated 
the shunting operation as an emergency procedure. 

Over an eight-year experience with portacaval 
shunting in 147 cases of cirrhosis of the liver there 
were thirty postoperative deaths. Hemorrhage, or 
the fear of immediate recurrence of hemorrhage, 
forced the decision to operate, without benefit of 
adequate preparation of the patient, in fifteen of the 
thirty cases. If we could have been guided by our 
present policy of suturing the esophageal varices 
as an emergency in such cases (thus assuring ade- 
quate time for preparation of the patient), the oper- 
ative risk of portacaval shunting would have been 
reduced considerably. This does not mean that all 
fifteen of the patients would have survived the 
shunting operation at a subsequent date, but it does 
mean that the great majority of them would have 
obtained a better chance for survival. Certainly at- 
tempts to employ portacaval shunting as an emer- 
gency procedure are primarily responsible for our 
20 per cent mortality rate for shunting in the cir- 
rhosis group. The portacaval shunting operation 
was never meant to be employed as an emergency 
procedure. That the risk of portacaval shunting is 
primarily regulated by the status of the liver is well 
illustrated by the fact that there were only three 
postoperative deaths in forty-nine patients (6.1 
per cent) in whom portal hypertension resulted 
from extrahepatic portal block and in whom liver 
function was normal. 


Circulation in the Normal Liver 


The fact that cirrhosis of the liver is the most 
common cause of portal hypertension (75 per cent 
of the 196 cases of our series) justifies a discussion 
of the mechanism of origin of portal hypertension 
in the cirrhotic liver. A better understanding of the 
circulation in the normal mammalian liver has been 
helpful in interpreting the effects of disease. 

The liver circulation is unique in that there is a 
large volume (60 per cent) of portal blood circu- 
lating under low pressure, and a smaller volume 


(40 per cent) of arterial blood circulating under 
high pressure, with a common exit, the hepatic 
veins. 

Figure 2 is a photograph demonstrating the ana- 
tomic arrangement of the vascular systems of the 
pig’s liver. McIndoe in his monumental studies 
upon corrosion specimens of the human liver por- 


relationship to the portal vein within the portal 
space, and often winds around it. Three groups of 
branches arise from the artery. (a) Vaginal branches 
form an intricate arteriolar plexus in the connective 
tissue of the portal spaces. These are undoubtedly 
the main source of nourishment of the structures 
within the portal spaces. They apparently end in 
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trays the anatomic arrangement and interconnec- 
tions of the vascular systems as follows: 

1. Portal Vein. Corrosion specimens of the portal 
vein show that it consists of a massive system of 
branches ascending directly, without cross anas- 
tomosis, through five or six successive orders of 
division to the sinusoidal circulation. In general, 
the branches are given off at right angles to the 
parent stem, while the sinusoids themselves arise 
from the tips of the venules. 

2. Arterial System. The hepatic artery lies in close 


Figure 2. Diagrammatic drawings portraying the circulation of the liver at the sinusoidal 
level (left) and the effects of cirrhosis in distorting the vasculature at this level (right). 


capillaries which communicate with both the portal 
vein and the intercellular sinusoids. (b) Vascular 
branches end directly in the sinusoids at the periph- 
ery of the portal spaces. (c) Capsular branches form 
an arteriolar network of anastomoses over the cap- 
sule. These communicate with the phrenic, internal 
mammary, renal, and suprarenal arteries. 

3. Hepatic Vein System. This is a massive system 
of branches, commencing at the central veins and 
passing through the sublobular veins to the inferior 
vena cava by five or six successive orders of division. 


GP * Volume VIII, Number 9 


L 

i \ 

Oo ie) : 


The central veins receive their tributary sinusoids 
from the parenchyma throughout the whole length, 
unlike the portal veins which give off their sinusoids 
only from their extreme tips. The hepatic vein runs 
entirely alone and is surrounded by parenchyma 
throughout its course, with the intervention of a 
small amount of perivascular connective tissue of 


regulates the high-pressure arterial stream joining 
with the low-pressure portal flow at the sinusoidal 
level as to reduce the pressure to a common level. 
Kinsley, in 1939, introduced the quartz rod as a 
source of light for transillumination of the living 
frog’s liver. He observed that the afferent hepatic 
arterioles and portal venules are contractile, per- 
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Figure 3. Reconstruction of a lobule from the liver of a pig. A portion of 
the lobule is cut away to show the hepatic sinusoids and bile capillaries. Re- 
drawnand slightly modified from Braus, after a reconstruction by A. Vierling. 


the portal spaces. Normally, there are no anas- 
tomoses either with the portal vein or the hepatic 
artery except through the sinusoidal bed, and the 
two venous systems are always separated by paren- 
chyma. 

McIndoe, observing that the portal vein nor- 
mally supplied 60 per cent of the hepatic blood 
flow and the hepatic artery but 40 per cent, con- 
cluded that a balance of blood flow between the 
two systems was regulated by a delicate nervous 
mechanism derived from the splanchnics. This 
mechanism, located chiefly around the artery, so 
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mitting the sinusoid to receive either mixed blood 
or blood from only one source. A sphincter was also 
noted at the exit of each sinusoid which regulated 
the amount of whole blood or red cells contained 
in the sinusoid. 

Wakim and Mann, in 1942, published a paper 
outlining improvements in the Kinsley transillumi- 
nation technique. They reported exhaustive studies 
upon the intrahepatic circulation in living amphi- 
bian and mammalian livers. 

The interconnections of the portal and arterial 
systems within the liver, as demonstrated anatom- 


S BRANCHES OF 
7 
gh 
4 
| 
= 


ically by McIndoe and anatomically and functionally 
by Wakim and Mann, may be outlined as follows: 


1. Interconnections at the presinusoidal level between ramifications 
of the arterial and portal branches in their course through the 
interlobular spaces 
a. Direct side-to-side anastomosis between artery and vein 
b. Transverse connections between artery and vein, the two 

vessels thereafter continuing an independent course before 
breaking up into several sinusoids at their termination 
c. Arterioles terminating, end-to-side, with portal venules 

2. Interconnections at the sinusoidal level 

a. Entrance of a terminal branch of the hepatic artery and a 
terminal branch of the portal vein into the same sinusoid 

b. Arterial sinusoids in which the entering vessel is a terminal 
branch of the hepatic artery 

c. Portal sinusoids in which the entering vessel is a terminal 
branch of the portal vein 

d. Cross communications between arterial and portal sinusoids 


A great variability of functional activity has been 
observed in the many types of communications 
demonstrated to exist between the portal and ar- 
terial systems of the normal liver. That this intricate 
intercommunion between the two systems serves 
to insure adequate oxygen supply to the liver cells 
in case of serious alteration of the circulatory bal- 
ance between the two circuits is indicated by the 
work of Schwiegk. He observed that when portal 
blood flow was reduced by mechanical compression 
of the portal vein, blood flow through the hepatic 
artery was increased 50 to 100 per cent. This ob- 
servation becomes highly important when one takes 
into consideration the effects of cirrhosis on the 
blood supply to the liver cells. 


Effects of Cirrhosis on Circulation 


In view of the fact that in the early stages of a 
progressive cirrhosis there is good evidence that 
blood flow to the liver cells becomes impaired, it is 
important to examine the mechanism of this im- 
pairment in terms of our present concept of the 
hepatic circulation. Figure 3 presents schematic 
drawings, on the left to illustrate the normal rela- 
tion of the liver cells to the sinusoids. From this 
diagram it is not difficult to picture the effects of a 
toxic agent causing widespread inflammation and 
swelling of the liver cells, which in turn: would 
compress the spongy intercellular sinusoidal spaces 
and interfere with sinusoidal blood flow. 

Noting that the blood supply to the sinusoids, 
and in turn to the liver cells, is derived from the 
portal vein and the hepatic artery, the question of 
which component of sinusoid blood will be first 
affected poses no problem. Obviously compression 


of the sinusoids, the result of edema of the liver 
cells, would first affect the low-pressure portal cir- 
cuit. If Schwiegh’s observations are correct, the re- 
duction in portal flow would be immediately fol- 
lowed by a compensatory increase in arterial flow. 

McIndoe in his perfusion experiments on cir- 
rhotic livers was able to demonstrate even total di- 
version of portal blood flow from the parenchyma 
of the liver. He also indicated the intrahepatic col- 
lateral channels through which portal blood is 
shunted before reaching the sinusoids. 

It is not difficult to confirm McIndoe’s observa- 
tions at the operating table simply by taking dif- 
ferential portal pressure readings before and after 
compression of the portal vein. Certainly if no rise 
in portal pressure follows immediate and complete 
occlusion of the portal vein, this can only mean 
that total diversion of portal blood flow has taken 
place. We make these portal pressure readings 
routinely, employing them as a guide to whether 
an end-to-side anastomosis of portal vein to vena 
cava or a side-to-side anastomosis is indicated in a 
given case. The establishment of an end-to-side 
anastomosis is indicated in those cirrhosis patients 
who have little (less than 100 mm. of saline) or no 
rise in portal pressure following compressive oc- 
clusion of the portal vein. And, many cases fall in 
this group. 

The portal shunting phase of cirrhosis, as just 
described, which results in the diversion of portal 
blood only, does not seriously affect the nutrition 
of liver cells. The best proof that liver cells can get 
along without portal blood as such is illustrated by 
the normal livers one encounters in cases of portal 
hypertension secondary to complete extrahepatic 
portal block. 

On the other hand, in the course of the develop- 
ment of portal cirrhosis, as a result of progressing 
fibrosis, compression and distortion of the sinu- 
soids and portal venules by irregular nodules of re- 
generating liver cells causes serious interference 
with arterial blood flow through the sinusoids. 

The drawing on the right in Figure 3 well il- 
lustrates the narrowing and tortuosity of the sinu- 
soids in advanced cirrhosis of the liver. 

No discussion of the effects of cirrhosis of the 
liver is complete without citing the monumental 
work of McIndoe in his comprehensive study of the 
autopsy material in sixteen patients. Injections of 
gelatin containing India ink were made into the 
portal vein in situ; injections of colored gelatin 
were employed for the arterial circuit. Subsequent- 
ly, the corrosion method with wax reconstructions 
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was carried out in six cirrhotic livers and several 
normal livers for comparative study. The injection 
of colored gelatin was employed for a special study 
of the type of blood supply to independent nodules 
of regenerated liver cells involved in the cirrhotic 
process. 

The most outstanding feature of McIndoe’s splen- 
did specimens was the marked diminution of the 
total vascular bed in cirrhotic livers. Both portal 
and hepatic venous beds are equally affected and 
greatly reduced in size. The main trunks are at- 
tenuated and irregularly stenosed. The tiny portal 
veins are distorted, twisted, and curved upon them- 
selves, and finally break up into stunted venules 
from which irregularly scattered terminals arise. 
The terminals of the portal and hepatic systems no 
longer alternate with one another but tend to lie 
together and assume a basketlike arrangement. The 
central veins are pushed to the periphery of the 
lobule and finally lie next to the portal vein, merged 
into the scar tissue which follows destruction of 
the liver cells. Compression is seen within this scar 
tissue, with slow obliteration of the smallest venous 
radicals by simple pressure atrophy, the tendency 
being toward production of an avascular scar. He- 
patic cells instead of being in a continuous sheet 
between the portal and hepatic venous trees, are 
isolated to form innumerable irregular, indepen- 
dent, and anastomosing nodules. Buried in dense 
fibrous tissue, these nodules of liver cells are com- 
pletely side-tracked from a supply of portal blood. 
The veins in these scarred areas are lost, but the 
arteries persist. 

McIndoe has described the portal and hepatic 
venous beds as equally affected and greatly reduced 
in size. It is of extreme interest that Madden has 
recently demonstrated, employing colored latex for 
injecting cirrhotic livers, that, in cases having pri- 
marily ascites, the hepatic venous radicals are mark- 
edly attenuated and diminished in numbers, com- 
pared to the portal venous trunks which may be but 
slightly affected. Whereas, in patients who have re- 
peated hemorrhage, indicative of severe portal hy- 
pertension, just the opposite obtains. The hepatic 
venous trunks are but little affected, and the portal 
trunks are markedly affected. Madden, so far, has 
been unable to identify the sinusoids as such in his 
injected specimens, but, assuming that the effects 
of cirrhosis upon the sinusoids are the same in either 
case, the observations give rise to quite a bit of 
speculation. 

The implication is that obstruction of the hepatic 
veins (the outflow system for the sinusoids) is in 
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some way responsible for ascites. The findings are 
in keeping with the fact that chronic ascites may be 
regularly produced in a dog by creating obstruction 
to hepatic vein outflow, whereas ligation of the por- 
tal vein in a monkey, which regularly survives the 
procedure, does not produce chronic ascites. 

Having previously discussed the portal shunting 
phase of cirrhosis, in which all or nearly all of the 
portal blood by-passes the sinusoids to enter the 
intrahepatic portal collateral circuit, it is in order 
to discuss more fully what happens to the arterial 
blood when the disease has advanced to the point of 
causing obstruction to arterial blood flow through 
the sinusoids. As portrayed by McIndoe the result- 
ing back pressure, due to increased resistance to 
arterial blood flow through the sinusoids, forces 
more and more arterial blood through the presinu- 
soidal arteriovenous shunts directly into the portal 
circuit. 

This serves to increase the portal pressure 
and stimulate further development of the intra- 
hepatic portal-collateral circuits. This stage of the 
disease may be referred to as the arterial shunting 
phase, following which more and more arterial blood 
is being shunted away from the liver cells. 

Herrick, in 1907, was the first to demonstrate 
the effects of arterial shunting upon the pressure 
and flow in the portal circuit. It remained for 
McIndoe to quantitate, in his perfusion of hepatic 
arteries in cirrhotic livers, the proportion of fluid 
passing through the sinusoids into the hepatic vein 
and the amount passing through the presinusoidal 
shunts. 

Herrick, in arterial perfusion experiments upon 
excised normal livers, demonstrated a rise in portal 
pressure of 1 mm. of mercury for every 40 mm. rise 
in arterial pressure, whereas in a cirrhotic liver, it 
was | mm. rise for every 6 mm. rise in arterial pres- 
sure. 

McIndoe confirmed Herrick’s evidence of pre- 
sinusoidal arteriovenous shunting. His arterial 
perfusion experiments, maintaining a perfusing pres- 
sure ranging from a hypertensive level of 160 mm. 
down to 80 mm. of mercury, resulted in the 
collection of 40 to 45 per cent of the perfusing fluid 
from the collateral channels. This fluid by-passed 
the liver parenchyma via presinusoidal arterio- 
venous anastomoses and passed into the portal 
collateral channels. 

As little as 2 to 3 per cent of the fluid was re- 
covered from the portal vein. The rest, 50 to 53 per 
cent, passed through the sinusoids and was col- 
lected from the hepatic veins. 
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Summary of Effects on Circulation 


1. The Portal Shunting Phase. The sinusoids 
which directly nourish the liver cells are early af- 
fected by cirrhosis and remain a primary site of 
block throughout the course of the disease (Figure 
J). In early cirrhosis, inflammation and swelling 
of liver cells causes compression of the sinusoids 
and interference with blood flow through them. 
The incoming blood from the low-pressure portal 
system is first affected. The resulting back pres- 
sure (portal hypertension) initiates the develop- 
ment of intrahepatic portal collateral circuits (Mc- 
Indoe), which serve to by-pass the portal blood 
away from the liver cells. 

2. Ascites. Involvement of the low-pressure he- 
patic system of veins may take place anytime in the 
course of the disease. Evidence is presented (Mad- 
den) to show that, if this system is obstructed or 
permanently damaged by the cirrhotic process to 
the point of preventing free egress of the blood from 
the sinusoids, ascites supervenes. One may hypo- 
thecate that if the obstruction is temporary, the 
result of inflammation, the ascites may be reversible. 

3. The Arterial Shunting Phase. With advance of 
the cirrhotic process, fibrous tissue replacement of 
dead liver cells combines with the distorting effects 
of nodules of regenerating liver parenchyma to fur- 
ther compress and attenuate the sinusoids and 
other components of the liver vasculature (Figure 
3). In the natural history of cirrhosis this marks the 
onset of the arterial shunting phase of the disease 
with truly malignant levels of portal hypertension. 
The degree of obstruction to blood flow through the 
sinusoids has become so great that diminishing 
amounts (up to 50 per cent of the blood from the 
high pressure arterial system) get through the 
sinusoids to nourish the liver cells (McIndoe). The 
rest of the arterial blood escapes into the portal 
collateral circuits via the presinusoidal arterio- 
venous shunts. 

At this stage of the disease when the liver needs 
blood most for regeneration of its parenchyma, due 
to complete diversion of portal blood flow, the liver 
cells become dependent solely upon blood from the 
hepatic artery, and, with progress of the disease, 
blood from even this source becomes progressively 
diminished up to 50 per cent. 

The arteriovenous-portal-collateral circuit which 
becomes well established in advanced cirrhosis of 
the liver is, in effect, not different from arterio- 
venous aneurysm which, as is well known, seriously 
affects the nutrition of tissues by shunting arterial 


blood away from them. There is no quicker way to 
gangrene of an extremity than by proximal ligation 
of the parent artery to an arteriovenous fistula, yet 
ligation of the hepatic artery in cirrhosis of the liver 
has been advocated by some surgeons. 


Rationale of Portacaval Shunting 


That the rationale of portacaval shunting had 
been carefully evaluated by McIndoe after his ex- 
haustive studies of the alterations in the circulation 
of the liver due to cirrhosis is illustrated by the 
following quotation: “‘It seems safe to conclude that 
in advanced cases of cirrhosis the liver is virtually in 
the condition of having an Eck fistula between the 
portal vein and the vena cava and that the task of 
supplying sufficient blood to the parenchyma for 
normal metabolism is relegated to the hepatic 
artery. When even this mechanism fails, the patient 
dies from hepatic insufficiency due to insufficient 
blood supply to the parenchyma rather than to an 
actual deficiency in the amount of hepatic tissue. 

“From the experiments of Mann and his associ- 
ates it is certain that an exceedingly small amount 
of hepatic tissue properly nourished is required for 
normal metabolism, much less in fact, than is 
present in the most advanced (cirrhosis) cases. 
Considering that the whole tendency of portal 
cirrhosis is to divert the portal stream away from 
the liver, leaving the arterial blood to provide for 
the parenchymal requirements, the most logical 
and effective method of dealing radically with the 
embarrassed portal circulation would doubtless be 
to perform a simple Eck fistula. By this means the 
portal hypertension would be relieved, stasis im- 
mediately abolished, and the development of (esoph- 
ageal) varices arrested.” 

In view of the fact that a cirrhotic patient’s future 
(barring death from hemorrhage) depends upon 
the maintenance of a supply of arterial blood to the 
remaining liver cells, ligation of the hepatic artery 
is ill-advised. On the other hand, the establishment 
of a portacaval shunt is a rational procedure. It 
serves to confine the effect where it is desired and 
needed, namely, in the portal vein and its radicals. 

The creation of a large by-pass, as obtains from 
anastomosis of the portal vein to the vena cava or 
of the splenic vein to the left renal vein, affords a 
circuit of low resistance to blood flow. Therefore, 
immediately upon opening the shunt, a large vol- 
ume of blood passes from the high pressure portal 
system directly into the low pressure caval system, 
and this reduces the pressure in the portal system, 
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Figure 4. Left: an esophagram made after a barium swallow 
demonstrating the presence of esophageal varices. Right: a re- 
peat esophagram made three weeks after the establishment of a 
side-to-side portal vein to venacava anastomosis. 


Our eight-year experience with the establishment 
of portacaval shunts, in 196 patients having portal 
hypertension, has served to confirm the rationale of 
portacaval shunting for the relief of portal hyper- 
tension. With the establishment and maintained 
patency of portacaval shunts, we have demonstrated 
a relationship between reduction of portal pressure 
and disappearance of x-ray evidence of esophageal 
varices with cessation of attacks of gastrointestinal 
hemorrhage (Figure 4). 

The portal vein is employed most frequently by 
us for shunting in cirrhosis patients. In cases of 
portal hypertension due to extrahepatic portal 
block, the site of block is regularly in the portal 
vein itself, making it unfit for shunting purposes. In 
this group the splenic vein is the best remaining 
vein for shunting, and it should not be needlessly 
sacrificed by splenectomy unless the surgeon is 
prepared, at the time, to proceed with a shunt. 


The Operative Risk of Shunting 


Other things being equal, the risk of shunting 
closely parallels the functional status of the liver. 
For example, in forty-nine cases of portal hyper- 
tension with normal liver function, the site of portal 
block being extrahepatic, there were three postop- 
erative deaths (6.1 per cent). Whereas, in 147 cases 
of cirrhosis, there were thirty postoperative deaths 
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(20 per cent). The mortality rate for the entire 
series of 196 cases was 15.8 per cent. 

We were not unmindful of the magnitude of the 
problem of operative risk when we first undertook a 
study of portacaval shunting. The hospital mor- 
tality for the relatively simple procedure of omento- 
pexy in cirrhotics stood in the neighborhood of 50 
per cent, and there were published series of simple 
splenectomy bearing mortality rates up to 30 or 
more per cent. We knew little at the time of the 
correlation of operative risk with liver function 
tests. By the same token, we were not adept at 
avoiding the ‘dead end” cirrhotics. Finally, during 
the developmental years, we were committed to the 
acceptance of losses from technical errors. All these 
factors took their toll. 

On the other hand there was some encourage- 
ment from the start. Our results were not nearly so 
bad as those prevailing with medical management 
of hemorrhage from esophageal varices—a method 
of which Snell had this to say: ‘The control of 
hematemesis remains a most serious problem. Only 
about 20 per cent of patients (with cirrhosis of the 
liver) survive one year after their first hematemesis ; 
the other 80 per cent die.” 

We undertook a study of portacaval shunting in 
the belief that advances had been made in surgery 
which, if incorporated in a plan of management, 
would contribute to its clinical success. The control 
of infection and blood clotting, the control of shock 
with blood replacement, the use of well-adminis- 
tered cyclopropane to help maintain blood pressure 
and prevent anoxia are important factors. But the 
most important influence on the clinical success of 
shunting is the proper preparation of the patient 
for the procedure. 

After building up a considerable series of op- 
erated cases and making a number of errors in the 
choice of patients for shunting, early in our ex- 
perience, we obtained liver chemistry data of sig- 
nificant value in the evaluation of operative risk. 
A quick survey of Table 1, showing the correlation 
of liver function values with postoperative and fol- 
low-up deaths, leaves no one in doubt about the 
significance of liver function tests in the evaluation 
of operative risk and follow-up prognosis. The most 
striking feature in this analysis is the close agree- 
ment between the postoperative mortality per cent 
and the follow-up mortality per cent. 

Further analysis of the clinical status (including 
liver chemistry studies) of our postoperative and 
follow-up deaths now enables us to weed out the 
dead-end cirrhotics, particularly of the Laennec 
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Table 1. Correlation of liver function tests with postoperative deaths and follow-up deaths. 


no. of no. of no. of no. of no. mortality 
pa- post- sur- follow-up still 
clive 


tients opera- vivals deaths 


Serum albumin 


less than 3 Gm. 16 6 10 3 7 37.5 33.3 

more than 3 Gm. 135 24 WI 14 97 17.7 12.6 
Ascites* 

F 32 15 17 7 10 46.8 41.1 

R 10 2 8 0 8 20 0 

None 117 13 104 11 93 11,1 10.5 
Prothrombin time 

more than 4 sec. above normal 51 13 38 6 32 : 25.5 15.8 

less than 4 sec. above normal 83 15 68 7 61 18 10.3 
Cephalin flocculation 

3+ to 4+ 44 13 31 7 24 29.5 22.5 

1+ to 2+ 104 17 ; 87 10 77 16.3 11.4 
Bromsulfalein (30 min. after injection) 101 24 77 11 66 23.7 14.4 

above 10 per cent 

below 10 per cent 37 3 34 3 31 8.1 8.8 
Bilirubin 

above 1 mg. 46 10 36 6 30 21.7 16.6 


below 1 mg. 91 17 74 10 64 18.6 13.6 


“F—indicates cases that failed to respond to medical treatment. 
» R—indicates cases that responded to medical treatment. 


Table 2. Mortality rate percentage of series considered in Table 1 split according to averages 
of liver chemistries in the postoperative deaths 


no, of 


Serum Below 3.58 Gm. 
albumin Above 3.58 Gm. 117 20 17 


Prothrombin More than 5.5 sec. 30 10 33.3 
time above normal Less than 5.5 sec. 104 18 17.3 

Bromsulfalein More than 30.3 per cent 31 1 32.2 
retention after 30 min. Less than 30.3 per cent 107 16 15 

Serum Above 1.38 mg. 32 9 27.9 
bilirubin Below 1.38 mg. 105 18 17.1 


Table 3. Averages of liver chemistries in the intrahepatic postoperative deaths, follow-up deaths, and living patients. 


no. prothrombin serum bromsulfalein serum 
of time albumin retention bilirubin 
cases above in grams after 30 min., in mg. 
normal, per per cent , per 
sec. 100 cc. 100 cc. 


Postoperative deaths 27 a3 3.58 30.3 1.38 
Follow-up deaths 16 4.1 3.69 28.7 1.17 
Alive 74 3.6 4.04 25.8 1.10 
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group, who at best have but a few months to live 
and should not be subjected to portacaval shunting. 
For example, consider the patient with Laennec’s 
cirrhosis of one or more years’ standing, who in 
spite of the medical-dietary regimen energetically 
applied for a period of many months, persists with 
his jaundice, anorexia, and soft-part wasting ; whose 
ascites if present is irreversible; whose liver chem- 
istries are bad and fail to improve. This patient may 
be considered a dead-end cirrhotic. The liver 
chemistry range which we refer to as bad in this 
type of case is as follows: prothrombin time in 
excess of 4.7 seconds above normal, cephalin 
flocculation 3 plus to 4 plus, serum bilirubin in 
excess of 1.5 mg., serum albumin value less than 3.4 
Gm., and serum bromsulfalein retention one-half 
hour after injection in excess of 34 per cent. I 
hasten to state that this range of values does not 
necessarily have the same grave meaning in cases of 
Laennec’s cirrhosis of a few months’ up to a year’s 
duration, and the same may be said for posthepatitis 
and other types of cirrhosis. 

Table 2 shows the mortality rate percentage of 
series considered in Table 1, split according to 
averages of liver chemistries in the postoperative 
deaths. 

Table 3 presents the averages of liver chemistries 
in the postoperative deaths, follow-up deaths, and 
living patients. It is of interest that there is a dif- 
ference of only 4.5 per cent in the bromsulfalein 
retention averages between the patients who died 
postoperatively and the patients who are still alive. 
This may be taken to indicate that a retention of 25 
per cent is not too serious. The fact is that the 
bromsulfalein retention averaged 21 per cent in the 
sixty-four cases (55 per cent of the series of 117 
cases) classified as “‘good operative risk,” in whom 
the postoperative mortality was but 9.3 per cent. 


Preoperative Treatment 


Patients with cirrhosis, bleeding varices, and 
ascites present a special problem in management. 
It is obviously necessary to stabilize and diminish 
the ascites prior to undertaking a portacaval shunt. 

Diminution of ascites by the use of mercurial 
diuretics and ammonium chloride is variable but 
usually disappointing. Albumin, while helpful in 
temporarily restoring a normal serum level, does 
' not by itself promote diuresis. 

The most important single aspect in the manage- 
ment of these patients is the production of a nega- 
tive sodium balance. Patients with severe ascites do 
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not excrete sodium ion in the urine, so that, even 
on a low sodium diet, a positive sodium balance 
results. The Patek regimen of low sodium, high 
calorie, protein, and vitamin diet has usually been 
successful in stabilizing or diminishing the ascites 
in a period of months. 

In order to promote a negative sodium balance, 
cation exchange resin has been used in conjunction 
with the dietary regimen. While some patients have 
developed acidosis, it has not been alarming. Potas- 
sium by mouth must be given to prevent hypo- 
kalemia, inasmuch as the resin removes potassium 
as well as sodium. 

In a group of 116 patients with cirrhosis op- 
erated on at this hospital for the shunting pro- 
cedure, forty-seven had ascites preoperatively, and 
of these, fifteen had it postoperatively as well. 
Eleven of the 116 had ascites postoperatively but 
not preoperatively. 

Our present plan is to admit all patients with 
cirrhosis and ascites who are candidates for a porta- 
caval shunt to the Surgical Metabolism Ward. They 
are evaluated with fluid, electrolyte, and nitrogen 
balance studies on a high carbohydrate, protein, 
and vitamin diet which is low in sodium (2,500 plus 
calories, 125 plus grams of protein, and 15 to 20 
mEq. of sodium or approximately 1 gram of sodium 
as sodium chloride). Resin (Carbo-resin, Lilly) is 
given in 15-gram amounts by mouth with each meal. 

Ascites has been diminished without paracentesis 
in a period of three to six weeks, following which 
operation was undertaken safely. The diet and resin 
are also used postoperatively to forestall reaccumu- 
lation of ascites. 

When extensive laboratory testing is not prac- 
ticable, patients may be treated with the above pro- 
gram by giving 25 to 35 mEq. of potassium two 
hours after each dose of resin, and obtaining a serum 
COz level two or three times a week to detect the 
development of acidosis. The resin should be with- 


drawn if the COs falls below 17 mEq. 


Reduction of Operative Risk 


It is true that the postoperative mortality rate of 
15.8 per cent for portacaval shunting, in the 196 
cases of portal hypertension, is undesirably high, 
but progress has been made in reducing the risk 
during the eight-year period of our experience. In 
cases of portal hypertension due to extrahepatic 
portal block, for example, there were two postop- 
erative deaths in the first thirteen cases (15.4 per 
cent) compared to only one death in the last thirty- 
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six patients who were operated upon (2.8 per cent). 

In the cirrhosis group in whom the mortality 
average for the entire series of 147 cases is 20 per 
cent, the problem of reducing operative risk has 
been far more complicated, but progress has been 
made. In the first place, classifying the cases into 
two groups on the basis of clinical evaluation (which 
takes into consideration the liver chemistry values) 
has revealed that well over half of the cirrhosis 
cases fall into the good risk group, with a postop- 
erative mortality rate just under 10 per cent. Com- 
bining the good risk cirrhosis group with the extra- 
hepatic portal block cases adds up to the fact that 
portacaval shunting has been accomplished in two- 
thirds of our cases of portal hypertension with an 
operative risk of well under 10 per cent. 

The effects of three important factors, currently 
in operation to reduce the risk of shunting in 
cirrhosis, encourage us to believe that within a short 
time the over-all operative risk for shunting in the 
cirrhosis group will be down to 14 per cent. The 
three factors are as follows: (1) elimination of the 
dead-end cirrhotics; no operation for patients not 
expected to live up to a year or more; (2) avoidance 
of the shunting procedure until a patient has fully 
recovered from an episode of gastrointestinai 
bleeding—in doubtful cases suture of the esoph- 
ageal varices in order to gain adequate time for 
proper preparation of the patient for shunting; (3) 
improved methods of preparing ascites cases for 
operation. 


Follow-up Survivals 


Table 4 shows the one-month to seven-year sur- 
vivals in 196 shunted cases. Note the substantial 
number of cirrhosis cases that are alive from one to 
four years. The majority of these patients are ac- 
tive, but many of them have some restriction in their 
physical activity. 
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Table 4. One month to 7-year survivals in 196 shunted 
patients (49 extrahepatic, 147 intrahepatic). 


survival, no. of no. of no. 
years patients deaths alive 

Extrahepatic 

1 mol yr. 9 0 9 

1 yr. -2 yrs. 0 W 

2 yrs.-3 yrs. 9 1 8 

3 yrs.—4 yrs. 5 1 4 

4 yrs.—5 yrs. 6 

5 yrs.-6 yrs. 5 0 5 

6 yrs.-7 yrs. 1 0 1 
Total 46 2 (4.3%) 44 (95.7%) 
Intrahepatic 

1 mol yr. 37 8 29 

1 yr. —2 yrs. 33 6 27 

2 yrs.—3 yrs. 19 5 14 

3 yrs.—4 yrs. 16 16 

4 yrs.—5 yrs. 9 2 7 

5 yrs.-6 yrs. 2 2 

6 yrs.-7 yrs. 1 0 1 
Total 117 21 (17.9%) 96 (82%) 


The leading causes of death in the follow-up 
group are liver failure and hemorrhage, the latter 
in several instances occurring as a result of impaired 
clotting due to liver failure. A large portal vein to 
vena cava shunt was proven to be fully patent at 
post-mortem examination. 

One of the most outstanding features in many 
cases has been the remarkable improvement of the 
patient’s condition in general and of liver function 
in particular, following the establishment of a porta- 
caval shunt. 

Shunts failed to remain patent in 5 per cent of 
cases in which the portal vein was used and in 12 
per cent in which the splenic vein was used for 
establishment of a portacaval shunt. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


MEDICINE remains an art to be taught by precept and example. Even the 
so-called ‘practical doctor” must be continuously informed by the 
methodology of science, if he would bring an open eye and a construc- 
tive mind to the problems of his daily practice.—Ricuarp M. McKean, 
M.D., J. Lab. & Clin. Med., 42:1, 1953. 
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One View of the Kinsey Report 


BY KARL MENNINGER, M.D. 
The Menninger Clinic, Topeka, Kansas 


A review which questions the implication that sexual behavior is altogether a matter of physiology, conditioning 
experience and chance, and which leans rather to Freud’s belief that the “eternal Eros” means 

“development of the capacity for loving one another.” Portions of this review, which are reprinted here with 
permission, have previously appeared in The Saturday Review of Literature. 


As EVERYONE now knows, a distinguished en- 

tomologist, intrigued by the personal problems sub- 

mitted to him by students in his classes at a Mid- 

western university, was moved to seek answers to 

these questions by asking a considerable number of 

co-operative fellow creatures to tell him frankly 

what their own personal experiences had been. 

This inquiry he and three associates gradually ex- 

tended to some thousands of individuals, selecting 

his total “sample” more and more carefully in the 

direction of advice from students of statistical 

science. Influenced by his professional experience 

in studying insects, in which the significance of a 

fact is reinforced by its frequency of repetition, 

Professor Kinsey then tabulated with indefatigable 

patience the incidence and timing of atomistic 

sections of the behavior and sensations reported 

by his communicants. From this he arrived at 

various totals, split into subtotals by reference to 

such extraneous criteria as the economic and educa- 

tional “level” of the subject interviewed, the ex- 

istence or nonexistence of a marriage license, the 

number of years lived, and the relative devoutness 

of religious conviction—to select only a few. 
The first results of this study, conscientiously Game of tents thm to 

pursued over a period of ten years, appeared in repudiate or neglect human psychology.” 

1948; the second report appeared last week. They 

elaborately demonstrate the existence of various 


Dr. Menninger: “Kinsey's compulsion to 
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phenomena long familiar to psychiatrists, which 
apparently neither Kinsey and his colleagues, nor 
some members of the general public, had pre- 
viously been quite able to bring themselves to be- 
lieve. They document with figures precisely what 
Freud submitted in his famous book, Civilization 
and its Discontents, that civilized man has inhibitions 
which cost him something in the interest of the total 
welfare society. Coming, as this does, from a scientist 
skilled in collecting numerical data without con- 
tamination by the prejudices of psychiatric experi- 
ence, the Kinsey material is all the more impressive. 


Kinsey a Taxonomist, Not a Clinician 


Professor Kinsey’s name has become a household 
word, synonymous with the unveiling of concealed 
truths, and almost synonymous with the existence 
of sexuality. The same thing occurred when Freud 
had the temerity to announce, fifty years ago, that 
sexual goals were really quite important in human 
life and that prudery, denial, concealment, guilt, 
fear, and other factors connected with their attain- 
ment in our culture produced evidences of distress 
in human beings which they might or might not 
consciously connect with this very normal need. 
Havelock Ellis was similarly pilloried for having 
persisted earnestly in the proposition that sexuality 
was noble and beautiful and not shameful and wick- 
ed. But if Professor Kinsey is embarrassed by this 
repute (and I have no way to know whether he is 
or not) he will also be embarrassed by the implica- 
tion that in other ways he resembles Freud and 
Havelock Ellis. That this is not true, no one 
knows better than Professor Kinsey. Ellis was a 
social philosopher, and Freud was a discoverer, 
clinician, and theoretician. Kinsey is not a theoreti- 
cian, not a clinician. and not actually a discoverer, 
but a taxonomist. He had curiosity, the mainspring 
of scientific research, and he had an ingenious idea; 
with earnestness, persistence, patience, and courage 
he listened to, recorded, and tabulated what many 
people told him of their lives. Thus was produced 
a set of statistics, which, criticize them as we may, 
does have a certain scientific validity and does 
have a prodigious interest for the reading public. 

Nothing is more convincing of this latter fact 
than the extraordinary and unparalleled phenomena 
relating to the publicizing of the present volume 
dealing with the results of his interviews with 
women. The fact that fifty professional writers 
would make a special trip to Bloomington, attend 
a three-day series of briefings, read galley proofs, 


sign commitments regarding releases, and so on is 
something to arouse the envy, admiration, or 
contempt—perhaps all three—of many fellow 
scientists. All this makes it the more difficult for a 
fellow scientist, particularly one affiliated with a 
branch of the science for which Professor Kinsey 
appears to have a somewhat hysterical antipathy, 
to appraise the new Kinsey volume with complete 
objectivity. Actually, the real difficulty a psychiatrist 
has in reviewing the book arises from the sharp 
difference in our viewpoints regarding the science 
of man. 

I am on record as having declared after the 
appearance of the first volume five years ago, that 
this might prove to be one of the most important 
scientific studies published in our lifetime. Together 
with many other psychiatrists and social scientists, I 
admired the intrepidity, persistence, and earnest 
purpose of the authors. I heartily concurred in 
their apparent convictions that individual variation 
deserves respect, and not intolerant condemnation. 
We all rejoiced in the Kinsey group’s success in 
crashing the iron curtain of social hypocrisy and 
submitting convincing data in a way that Freud, 
Havelock Ellis, Kraft-Ebbing, W. F. Robey, Mar- 
garet Sanger, Victor Robinson, G. V. Hamilton, 
R. L. Dickinson, K. Davis, and hundreds of 
psychiatrists whose names I have no room to list, 
had failed to do. 

But along with many of my colleagues, I was 
aware of serious flaws in the first volume. These 
were carefully pointed out by thoughtful, sym- 
pathetic fellow scientists, and I had every hope 
and expectation that Kinsey and his associates 
would make use of their suggestions and improve 
the research before the appearance of a second 
volume. 


Scholarly Analyses Ignored 


In this I was to be greatly disappointed. I have 
read almost every page of the book and so far as I 
can ascertain, scarcely a word of the scholarly 
analyses and wise counsel of such penetrating 
critics as Dr. Robert P. Knight, Dr. Lawrence 
Kubie, Lionel Trilling, and numerous others, does 
Kinsey appear to have heeded. Kinsey’s compulsion 
to force human sexual behavior into a zoological 
frame of reference leads him to repudiate or neglect 
human psychology, and to see normality as that 
which is natural in the sense that it is what is 
practiced by animals. Kinsey entered the field of 
sexuality from entomology and Freud from neu- 
rology; but Kinsey has never outgrown his original 
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viewpoint that sexuality is just something that 
occurs in insects and animals. Freud discovered that 
in the field of human relations one must recognize 
the functions of love and hate, as scientific realities 
interrelated with reproduction; Kinsey did not. 
The word “love” rarely appears in his book. 
Kinsey repudiates the concept of normality as 
beneath scientific contempt but by implication he 
substitutes for it the use of two other concepts, that 
of naturalness and that of prevalence (i.e., high 
relative incidence). Homosexuality is to be re- 
garded, he says, as a natural form of sexuality, like 
any other, because it is common in human beings 
and because animals also practice it. Now this may 
reflect, as Trilling suggested, “ a generous impulse 
for tolerance, acceptance, liberation, a broad and 
generous desire for fellowmen not to be harshly 
judged,” but it puts the authors in the untenable 
position of establishing inappropriate norms and 
setting up the worship of the factuality of the fact, 
its material physicality, and its numerical strength. 
(The reporter from Newsweek quotes Kinsey as de- 
claring, “I am a fact-finder. I have never evaluated 
and analyzed my material, and this I refuse to do 
in the future.”) To use these as his criteria “has 
the effect, ironic in a work that is so clearly directed 
to democratic values, of removing the human subject 
from its human implications. (It also) . . has the 
effect, equally ironic in a democratic and instru- 
mental document, of preventing the consideration 
of the consequences of certain forms of human 
conduct,—suggesting a most ineffectual standard of 
social behavior—that is, social behavior as it exists.” 


What the Journalists Reported 


By now most literate Americans have been ex- 
posed to the statistical conclusions arrived at as a 
result of the six thousand or more interviews with 
women which Professor Kinsey and his associates 
tabulated, and with the rather different interpreta- 
tions or implications which the various journalists 
and readers have put upon Professor Kinsey’s con- 
clusions. Thus Life magazine’s most important 
conclusion is that women are not very interested in 
“sex” (a conclusion somewhat belied by the 
prominence which all the women’s magazines gave 
to the book!) Mc Call’s, on the other hand, is most 
impressed by the implications that men do not 
understand women. Today’s Woman concludes that 
greater marital happiness for many will result from 
the startling and revolutionary findings of this 
courageous scientist. The reporter from Collier’s 
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was impressed with the differences between the 
sexual behavior of men and women which, in 
essence, Professor Kinsey was inclined to minimize. 
The contributor to Harper’s felt that despite the 
“repetitiousness, frequent dullness, occasional con- 
fusion and other faults,” the volume was a worthy 
and honest attempt to throw light on customarily 
concealed behavior. ““The blare of trumpets, seldom 
long absent from this book, rings loud as Dr. 
Kinsey proclaims (that) unless it has been con- 
ditioned by previous experience, an animal should 
respond identically to identical stimuli either that 
emanate from some part of its own body, from 
another individual of the same sex, or from an 
individual of the opposite sex.” (The utter meaning- 
lessness of this and similar blasts from the trumpet 
does not seem to have struck the reporter. Need it 
be pointed out that the verb “should” has no place 
in a scientific conclusion, or the fact that stimuli can 
never be identical, or the fact that stimuli come 
from different sources itself vitiates their “‘identical- 
ness,” or that every animal is constantly being 
conditioned by previous experience so that there 
is no such thing as an animal not conditioned by 
previous experience ?) 

Of sexual frigidity, Kinsey says, ‘““We dislike the 
term, for it has come to connote (to whom?) either 
an unwillingness or an incapacity to function sex- 
ually. In most circumstances neither of these im- 
plications is correct . . . we do not find evidence in 
any (unresponsive females) that the individual, rid 
of her inhibitions, would not be capable of response.” 
What on earth does this mean? If a person has 
inhibitions from which she must be rid before she 
has the capacity to do something, is it not obvious 
that she has a functional incapacity to do that 
something so long as she is not rid of those in- 
hibitions ? 


The “Total Outlet” 


Professor Kinsey’s conception of sex as something 
to be let out (he refers to the “total outlet’’), is a 
somewhat scatological concept, and leads logically 
to two of his most egregious errors. The first is the 
inference that the orgasm is the total goal and 
ultimate criterion of sexual satisfaction. No one 
would seriously hold that since eating is a good 
thing and a pleasant thing that the more one can 
eat, the better. Dr. Kinsey presents not one iota of 
evidence to support such a hypothesis. The fact 
that many people would feel inclined to agree with 
it is likewise no proof. The starving inhabitants of a 
desert island might easily subscribe to the notion 
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that the more food they could obtain, the better, 
but any dietitian could refute this. And, further- 
more, Kinsey clearly demonstrates that there is no 
considerable amount of sexual starvation in America. 

And as for an orgasm being the chief criterion 
of sexuality, everyone knows that one orgasm can 
differ from another as widely as do kisses. A kiss 
by Judas is one thing, a kiss by Venus is another, 
and a kiss by a loving mother is still a third. The 
orgasm of a terrified soldier in battle, that of a 
loving husband in the arms of his wife, that of a 
desperate homosexual trying to prove his mas- 
culinity and that of a violent and sadistic brute 
raping a child are not the same phenomena. The 
muscles and nerves and secretions may be the same 
but the orgasms are not the same, and the sexuality 
is not the same. They may add up to the same 
numbers on an adding machine, but they don’t add 
up to significant totals in human life. 


Sex and Love 


Indeed, the psycho-physical separation which 
the Kinsey associates decry at the beginning of 
chapter 16 is precisely what they have fallen a 
victim to throughout their study. They would seem 
to be under the impression that it is possible to 
describe the mechanics of human behavior in purely 
physical and chemical terms without reference to 
the mystic vagaries (as they conceive of them) of 
psychology. This point of view, one must concede, 
is by no means limited to the Kinsey group. It is the 
chief casus belli between the biological and the 
psychological scientists, and the reviewer is def- 
initely with the latter. 

It would be possible to record the number of times 
six thousand American citizens went to the toilet 
and the number of minutes spent there and various 
other details without in any sense identifying the 
diet, the health, the cleanliness, the psychological 
attitudes, or the morals of the people that this 
sample represented. On the other hand, it might 
reveal to some still uninformed, misguided, con- 
stipated individuals that going to the toilet is, for 
all its privacy, a common human experience which 
at the same time allows for considerable individual 
variation. I say this without any wish to ridicule or 
demean what Dr. Kinsey has done, because I believe 
that insofar as his “facts” are true, they should be 
known. I do not believe, however, that the truth of 
these facts or any other such facts can be deduced 
from the tables and statistics offered. Sexuality is 
only one expression of a dynamic in the direction of 


life, an aspect which cannot be isolated from the 
other aspects, motives and satisfactions of life, and 
it distorts the “truth” to do so. It isn’t that sex can- 
not be separated from love; we all know, to our 
sorrow, that it can. But psychiatrists take the posi- 
tion that this separation itself represents an abnormal 
state of affairs in the human being, and hence statis- 
tics about sex based upon an assumption that the 
presence or absence of love, to put it simply, is 
unimportant, are vastly disturbing to us. 

These very points have been made with startling 
clarity by a feature writer in a newspaper article 
distributed by the Spadia Syndicate, the whole of 
which Dr. Kinsey might take to heart. Among other 
things, Zolotow wrote: “The Indiana inquisitor 
seems to regard love as a competitive athletic con- 
test, in which frequency of sex adventure and the 
number of lovers—one’s batting average so to speak 
—is more important than quality and intensity of 
experience . . . I believe that both Kinsey reports 
... with their graphs and statistics, may bestow an 
aura of scientific approval on a delusion that has 
misled all too many people in the past twenty-five 
years. I refer to that delusion that sex is an indoor 
sport and, like contract bridge or scrabble or 
canasta, it can be mastered by studying technique 
and practicing as often as possible with as many 
partners as one can induce to play . . . Unless the 
movement toward sexual integration is an expression 
of love for the other person there can be no normal 
sexual ecstasy . . . Love is an intense awareness of the 
other person, a feeling of respect for him or her as a 
human being and as an instinctive attitude that the 
needs of the other person are as important to you 
as your own needs . . . Sexual promiscuity or experi- 
mentation or athleticizing . . . without feelings of 
tenderness and affection is . . . destructive.” 

This, rather than skepticism regarding the sample 
of the frequency table, would be my chief objection 
to the book. I, too, like all other doctors, have inter- 
viewed a few women in the past thirty years in the 
course of which they had every reason to be quite 
frank about their sexual experiences. And, while I 
had no adding machine in my office, I am quite sure 
that in my sample, the incidence of adultery, for 
example, was not nearly as high as Kinsey reports 
it. I have talked with other psychiatrists and their 
experience confirms mine, but our samples are not 
representative ones, either. I think we psychiatrists 
would have put the incidence of frigidity much 
higher than does Kinsey. Let us hope he is correct 
and rejoice in the evidence he offers that satisfac- 
tions in one particular function of marital adjust- 
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ment seem to be more widespread and general than 
a few years ago when similar statistics were col- 
lected by other workers on a smaller scale. Let us 
commend Professor Kinsey and his associates for 
their high-minded dedication to searching for con- 
cealed facts about human life as it is, and reducing 
hypocritical pretenses. 


Guilt Feelings and Sexual Freedom 


Let us be glad, too, if the book relieves some 
people’s minds. When the first volume of the Kinsey 
study appeared five years ago, Dr. Martin Gumpert 
commented in The Nation that one highly gratifying 
effect of the book would seem to be that it appeared 
to lift the feelings of guilt from hundreds of thou- 
sands of readers. (How did he know this?) “This 
mass psychotherapeutic function,” wrote Gumpert, 
“is one secret of its success. People work with 
touching eagerness through the appalling mass of 
boring charts and statistics in order to discover with 
relief that they are not outcasts, not psychopaths, 
not criminals, when they masturbate or enjoy other 
‘abnormal’ sexual outlets. They learn that they are 
as ‘normal’ or as ‘vicious’ as anybody they meet on 
the streets of their home town. If this relief from 
tension and guilt can be bought for $6.50, it is a 
most happy social accomplishment.” 

Unfortunately, this guilt lifting is an equivocal 
blessing; I, for one, think that some guilt feelings 
are better not removed; they belong. Certainly, the 
ethical rightness or wrongness of an act can scarcely 
be justifiably determined by the frequency of its 
occurrence. If human welfare be considered a cri- 
terion of rightness, the fact that nearly every person 
in the United States regularly ran stop lights or 
exceeded the speed limit would still not make it 
right to do so. Dr. Kinsey and his associates point 
to the influence of religious training as inhibiting 
the violation of laws and customs regarding sexual- 
ity, such as marital fidelity. If one believes in the 
principle that maximum sexual expression is the 
most desirable goal, then, of course, it is encourag- 
ing for one to learn that he is not the only sinner 
against religion, which holds that certain other 
principles are more important than sexual “‘free- 
dom” and that more abundant life is not necessarily 
implied by more abundant sex. And in this instance, 
surprising as it may be to some, most psychiatrists 
and psychoanalysts will be definitely on the side of 
religion. 

To be freed from the torturing delusion that one 
is a monster, a lone and isolated exception among 
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human beings, is indeed a comfort and a salutary 
benefit if derivable from such statistical announce- 
ments. But that learning that other people have 
temptations, and sometimes yield to them, will 
bring about happier marriages, better sexual adjust- 
ment, and all the other optimistic results bespoken 
in the news articles referred to is by no means so 
certain. Indeed, if one followed Kinsey in his (I 
believe incorrect) assumption that sexual behavior 
is entirely a matter of sexual equipment, condition- 
ing experience and chance, there is no reason to 
assume or hope that the publishing of his findings 
will in any way change things. 

If human beings were only animals, if they were 
“free” from the restraints and social considerations 
of civilization, if they could once more be simple 
savages, perhaps their sexuality could likewise be 
more free, more independent of emotions, rwre 
susceptible to statistical evaluation. It would be—-in 
one sense of the word—more “natural,’’ more 
“normal.” But unfortunately for this hypothetical 
simplification, human beings are possessed of love 
as well as hate, and willy-nilly, for better or for 
worse, civilization has gotten a foothold! That the 
unrestrained expression of “sexuality” becomes 
impaired thereby is, as Freud pointed out in his 
classic, Civilization and Its Discontents, inevitable. 
This, Kinsey and his associates have proved statis- 
tically. Is it to weep, or to rejoice? 

Freud, himself, would not say. “‘It is very far from 
my intentions,” he said, “to express any opinion 
concerning the value of human civilization. I have 
endeavored to guard myself against the enthusiastic 
partiality which believes our civilization to be the 
most precious thing that we possess or could 
acquire, and thinks it must inevitably lead us to 
undreamt-of heights of perfection. I can at any rate 
listen without taking umbrage to those critics who 
aver that when one surveys the aims of civilization 
and the means it employs, one is bound to conclude 
that the whole thing is not worth the effort and that 
in the end it can only produce a state of things 
which no individual will be able to bear. My impar- 
tiality is all the easier to me since I know very little 
about these things and am sure only of one thing, 
that the judgments of value made by mankind are 
immediately determined by their desires for happi- 
ness; in other words, that those judgments are 
attempts to prop up their illusions with arguments. 
I could understand it very well if anyone were to 
point to the inevitable nature of the process of cul- 
tural development and say, for instance, that the 
tendency to institute restrictions upon sexual life 
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or to carry humanitarian ideals into effect at the 
cost of natural selection is a developmental trend 
which it is impossible to avert or divert, and to 
which it is best for us to submit as though they were 
natural necessities. I know, too, the objection that 
can be raised against this: that tendencies such as 
these, which are believed to have insuperable power 
behind them, have often in the history of man been 
thrown aside and replaced by others. My courage 
fails me, therefore, at the thought of rising up as a 
prophet before my fellow-men, and I bow to their 
reproach that I have no consolation to offer them; 
for at bottom this is what they all demand—the 
frenzied revolutionary as passionately as the most 
pious believer. 

The fateful question of the human species seems 
to me to be whether and to what extent the cultural 
process developed in it will succeed in mastering 


the derangements of communal life caused by the 
human instinct of aggression and self-destruction. 
In this connection, perhaps the phase through 
which we are at this moment passing deserves spe- 
cial interest. Men have brought their powers of 
subduing the forces of nature to such a pitch that 
by using them they could now very easily exter- 
minate one another to the last man. They know this 
—hence arises a great part of their current unrest, 
their dejection, their mood of apprehension. And 
now it may be expected that the other of the two 
‘heavenly forces,’ eternal Eros, will put forth his 
strength so as to maintain himself alongside of his 
equally immortal adversary.” 

And by the “eternal Eros,” Freud meant the de- 
velopment of the capacity for loving one another, a 
relationship which far transcends the achievement 
of frequent orgasm. 


Mepicat faculties and medical students alike show a continuing interest 
in education for family or general practice. Many medical schools re- 
port that their primary objective is the preparation of students for gen- 
eral practice and that the major emphasis in their teaching is on educa- 
tion for work in this field. A high proportion of the schools sponsor one 
or more programs specifically designed to introduce students to this 
type of practice. 

The general objective of preparing students for general practice is 
implemented in a variety of ways in different schools. At the under- 
graduate level, this is accomplished through general practice preceptor- 
ships, home care and family study programs, general practice clinics, 
substitution of clerkships in general medical clinics for specialty clinic 
assignments, and lectures by outstanding general practitioners on the 
nature of general practice and the opportunities that it offers. In a num- 
ber of states, scholarship funds have been established for the support of 
students who wish to practice in small towns or rural areas. Some 
schools have arranged affiliations with rural hospitals where students are 
assigned for a part of their clinical clerkship training. In their affiliated 
hospitals, twenty-five schools have organized internships and eighteen 
are sponsoring residencies particularly designed to equip the physician 
for general practice.—Fifty-third Annual Report on Medical Education 
in the United States and Canada by the Council on Medical Education 
and Hospitals of the American Medical Association, J.A.M.A., 153: 105, 
1953. 
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Physiology and the Practitioner 


BY H. L. WHITE, M.D. 
Washington University School of Medicine, Saint Louis, Missouri 


The body has great capacity for self-repair from acute damage and great capacity for adaptation to permit 
adequate function in the presence of irreparable damage. This ‘‘wisdom of the body’’ is clearly demonstrated 
in conditions causing hypoxia, circulatory failure, or impaired renal function. The appropriate role of the 
physician is to assist, not to attempt to replace, these reparative mechanisms. 


THE most important lesson that physiology has for 
those whose lives are dedicated largely to the care 
of the sick is that the human organism is a remark- 
ably resilient and self-reparative mechanism. This, 
of course, has long been recognized by every physi- 
cian worthy of the name. The vis medicatrix naturae 
was well known to the ancients, and the present- 
day general practitioner often excels his specialist 
colleagues in appreciation of the healing power of 
nature and time. 

One of the unfortunate results of the great power 
and easy accessibility of the modern ‘miracle drugs” 
has been a frequent lapse from this time-honored 
attitude. No reasonable person questions the value 
of appropriately applied specific therapy, but the 
indiscriminate use of powerful but potentially harm- 
ful agents, in relatively trivial or tolerable illnesses, 
may perhaps in part be due to a relaxation of the 
recognition that the body has (a) great capacity for 
self-repair from acute damage and (b) great capacity 
for adaptation to permit adequate function in the 
presence of irreparable damage. 

The teachers of physiology must accept their share 


of the blame for such lapses, for in no other field 
are there such rich opportunities to acquaint the 
student with what Walter Cannon has called “the 
wisdom of the body.” 

It is not an easy matter in a short space to talk 
about the applications of physiology to the practice 
of medicine; it is obviously impossible to survey the 
entire field. One might make a start by pointing out 
some aspects of physiology of direct interest to the 
practitioner. 


Mechanisms and Causes of Cyanosis 


Cyanosis depends usually on an increase in the 
absolute amount of reduced hemoglobin in the small 
blood vessels of the skin, but we must not forget 
that it is occasionally due to some other dark-col- 
ored hemoglobin derivative, such as methemoglobin 
or sulfhemoglobin. The depth of cyanosis thus de- 
pends not only on the concentration of reduced 
hemoglobin in the blood, but on the amount of 
blood contained in the skin capillaries and venules. 
Thus, a degree of oxygen unsaturation which might 
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ordinarily cause no demonstrable cyanosis could do 
so if blood content of skin vessels were increased, as 
by increased venous pressure or by polycythemia. 
Conversely, a degree of oxygen unsaturation which 
would cause cyanosis in a normal subject may fail 
to do so in anemia. Percentage of oxygen unsatura- 
tion is defined as that percentage of total hemo- 
globin which is present as reduced hemoglobin. 

If we consider, in round numbers, the oxygen 
capacity of normal blood as 20 cc. per 100 cc. blood 
(15 Gm. hemoglobin per 100 cc., with each gram of 
oxyhemoglobin carrying 1.34 cc. oxygen) and the 
oxygen saturation of arterial blood as 95 per cent, 
we have 19 cc. of oxygen in each 100 cc. of blood 
leaving the lungs. The oxygen content of blood 
leaving the various tissues varies greatly. Only 5 to 
8 cc. of oxygen remains in each 100 cc. of coronary 
vein blood, while blood leaving the kidneys has lost 
only 1 or 2 ce. per 100. 

When all the streams of returning blood are mixed 
in the right heart, the oxygen content of this mixed 
venous blood at rest may be 14 cc. per 100. Thus, 
if each liter of blood passing through the lungs picks 
up 50 cc. of oxygen, and if 250 cc. is the amount 
of oxygen absorbed per minute. there must have 
been 250+ 50, or 5 liters of blood per minute pass- 
ing through the lungs. In the absence of shunts be- 
tween right and left heart, this is also the minute 
output of each ventricle. 

When we find that a subject is cyanotic in a nor- 
mal environment, we may be sure that a greater 
than normal degree of oxygen unsaturation exists 
in the arterial blood. In the cold, skin arterioles may 
be constricted and capillaries dilated. The resultant 
increased percentage extraction of oxygen and in- 
creased blood content of skin vessels may lead to 
transitory cyanosis in normal subjects with normally 
saturated arterial blood. 

Granting average conditions of patient’s skin color 
and epidermal thickness, most observers can recog- 
nize cyanosis when there are about 5 Gm. reduced 
hemoglobin per 100 cc. skin capillary blood, or 
when about one-third of the normal hemoglobin 
content is reduced. Even mixed venous blood in 
resting normal subjects rarely contains as much as 
5 Gm. reduced hemoglobin per 100 cc., skin capil- 
lary and venous blood even less. So it is apparent 
that cyanosis at rest means greater than the normal 
5 per cent oxygen unsaturation (0.75 Gm. reduced 
hemoglobin per 100 cc.) of arterial blood. 

It next becomes important to find why the arte- 
rial blood is not normally saturated. This may be 
because (a) the blood passing through the lungs 


does not become normally saturated, or (b) some 
of the blood passes from right heart to left without 
going through the lungs. 

Cause (a) may depend upon (1) low oxygen ten- 
sion in inspired air, as at higher altitudes; (2) air- 
way obstruction or abnormally shallow breathing so 
that oxygen is low in alveoli because of inadequate 
alveolar ventilation; (3) lung abnormality which re- 
tards diffusion of oxygen from alveoli into blood. 
Each of these in turn may be divided into several 
subgroups. 

Cause (b) means some type of right to left shunt, 
practically always on a congenital basis. It is not 
necessary to point out here how accurate diagnosis 
has made possible surgical corrective measures in 
many of these cases. 

The resting subject with abnormally high arterial 
oxygen unsaturation still has an oxygen consump- 
tion which is at least up to normal. This means 
that, unless cardiac output is increased, he will still 
extract the same amount of oxygen from each liter 
of blood passing the tissues. The blood all along the 
line from arteries to veins thus shows an increased 
content of reduced hemoglobin, tending to produce 
cyanosis. If cardiac output is increased with un- 
changed oxygen consumption, arteriovenous oxygen 
difference becomes less, which would work in the 
direction of decreasing cyanosis. 

Effect of Oxygen Administration. From the above 
considerations we may see when oxygen adminis- 
tration may be expected to be helpful and when not. 
It is clear that any anoxia due to low alveolar oxy- 
gen tension should be helped by oxygen adminis- 
tration. Whether the low alveolar oxygen tension is 
due to low tension in inspired air, to airway ob- 
struction (mechanical or bronchospasm), to emphy- 
sema, to pneumothorax, or to shallow breathing, an 
effort should be made, of course, to relieve the pri- 
mary difficulty; but, for a given tidal exchange of 
air, increased oxygen content of inspired air means 
increased oxygen supply to blood. In like manner, 
retarded diffusion of oxygen into blood because of 
pulmonary edema, thickening or inflammation of 
pulmonary epithelium, or through exudates or par- 
tial consolidation, can be combated by raising oxy- 
gen alveolar tension above normal, thus increasing 
the head of pressure. 

On the other hand, we must not expect much 
benefit from oxygen administration in arterial anoxia 
due to cardiac shunts. The principal difficulty here 
is not in failure of blood traversing the lungs to be- 
come adequately oxygenated, but in failure of some 
of the blood to traverse the lungs. 
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Also, we should not expect oxygen administration 
to give significant improvement in anoxia (inade- 
quate oxygen supply to tissues) due to anemia. 
Since the arterial blood is already normally satu- 
rated, only the slight increase from about 95 to 100 
per cent saturation and the slight increase in oxy- 
gen carried in physical solution can play a role. 

Slight increases in oxygen saturation may at times 
be of value, however, since we have no other ex- 
planation for the undoubted benefits often seen in 


congestive heart failure or in coronary occlusion . 


where arterial unsaturation is little or none above 
normal. This benefit is enhanced in the heart, be- 
cause of low oxygen content of coronary capillary 
blood; heart tissue oxygen tension is always low, 
since the heart is never long at rest, so that most of 
the extra oxygen is removed. 


Circulatory Factors in Hypoxia 


A resting subject with a cardiac output of 5 liters 
per minute and oxygen consumption of 250 cc. per 
minute has an arteriovenous oxygen difference of 
50 cc. per liter. On exercise the normal subject’s 
oxygen consumption may rise to 2 liters, or even 
more, per minute. This eight-fold increase is made 
possible because (a) cardiac output is increased and 
(b) extraction of oxygen by tissues is increased. 
Thus, if cardiac output is increased four-fold and 
oxygen extraction two-fold, oxygen supply to tis- 
sues is increased eight-fold. Arterial blood remains 
normally saturated, but mixed venous blood and 
capillary blood are less saturated. 

Normal subjects do not show cyanosis even on 
exercise, however, because the increase in oxygen 
unsaturation of skin capillary blood does not rise 
above that corresponding to 5 Gm. reduced hemo- 
globin per 100 cc., since most of the increase in 
tissue oxygen supply is brought about by increased 
blood flow to active tissues, which in turn is brought 
about both through increased cardiac output and 
an increase in the percentage of output going to 
active tissues. Thus, on heavy exercise, blood flow 
to active muscles may be increased more than ten- 
fold, while renal blood flow may be reduced to one- 
fifth of normal. Skin oxygen consumption is prob- 
ably not greatly increased on exercise. 

Except in the most severe heart failure, the car- 
diac output of resting subjects with heart disease is 
normal. Such subjects, excluding congenital anoma- 
lies, are not cyanotic at rest. The ability of the 
heart to increase its output on exercise is, however, 
reduced in proportion to the severity of the condi- 
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tion. A subject who cannot increase his cardiac out- 
put on exercise can increase his oxygen consump- 
tion only by greater oxygen extraction, and will 
thus show cyanosis on exercise. 

In congestive heart failure the blood content of the 
lungs is increased, encroaching on alveolar air space, 
reducing vital capacity, and promoting dyspnea. 
Relief is obtained on sitting because blood content 
of lungs is less than in recumbency. 

Another effect of pulmonary congestion is an 
apparent sensitization of the pulmonary receptors 
which are stimulated by lung inflation. Impulses 
from these pass via the vagi to the respiratory cen- 
ter, bringing about cessation of inspiration with re- 
sultant expiration (Hering-Breuer reflex), so that 
the respiratory rate is faster than it would be with- 
out the vagi. In the congested lung a given degree 
of inflation causes these receptors to discharge much 
faster than in the normal and thereby cut short in- 
spiration sooner. The collapse receptors are also 
sensitized, so that impulses initiating inspiration 
may be set up at the end of an expiration of normal 
or even less than norma! depth. This overactivity 
of the Hering-Breuer reflexes contributes to the 
rapid, shallow breathing and dyspnea of pulmonary 
congestion, whether it be on an inflammatory or a 
cardiac basis. 


Kidney Function 


Plasma Clearance. We may begin by defining the 
plasma (or blood) clearance (in cc. per minute) of 
a plasma (or blood) constituent as the number of 
cubic centimeters of plasma (or blood) containing 
the amount of that substance which is excreted per 
minute. This is the same as saying that it is the 
amount of substance excreted per minute divided 
by the amount of that substance in one cubic centi- 
meter of plasma (or blood). Plasma clearances usu- 
ally yield information of greater functional signifi- 
cance than blood clearances. 


UV 
Stated in symbols, plasma clearance => where 


U is the amount of the substance in 1 cc. urine, V 
is urine volume per minute, and P is the amount 
of the substance in 1 cc. plasma. 

The , ratio is the ratio of urine to plasma con- 
centration for the substance under consideration. 
It may be as high as several hundred for creatinine 
or inulin, or even higher for para-aminohippurate 
(PAH) or Diodrast, and as low as zero for glucose. 

Filtration Rate. Since glomerular fluid is an ultra- 
filtrate of plasma, as shown by direct examination, 


: 
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its passage down the tubules is accompanied by 
reabsorption of glucose, most of the water, sodium 
and chloride, and a small part of the urea. If a sub- 
stance were not at all reabsorbed (or secreted) by 
the tubules, all that was filtered would reach the 
bladder, no more and no less. Thus the amount of 
such a substance excreted per minute gives us the 
amount filtered per minute. 

The volume of filtrate formed per minute is given 
by dividing the amount filtered (excreted) by the 
amount in 1 cc. of filtrate, which may be taken as 
the amount in 1 cc. plasma for substances readily 
passing the glomerular membrane. This is by defi- 
nition the plasma clearance, which, for substances 
(such as inulin) neither reabsorbed nor secreted, is 
a measure of glomerular filtration rate (GFR). 
Renal Blood Flow. According to the Fick principle, 


renal plasma flow (RPF)=>5—,, where P, and 


P.—Pw 
P,, are the concentrations in arterial and renal vein 
plasma. Since collection of renal vein blood is a 
major procedure, it is obviously desirable to use 
a substance completely removed from the plasma on 
its passage through the kidney, for if Py is zero, the 
plasma clearance of such a substance measures RPF. 

Diodrast and PAH at low plasma levels almost 
meet this requirement, and their plasma clearance 
measures effective RPF, at least in normal kidneys. 
The residuum of PAH in renal vein blood is pre- 
sumably due to blood which traversed nonsecretory 
tissue. Even if PAH clearance with damaged kid- 
neys is no longer an accurate measure of RPF (be- 
cause extraction is below normal), it is still an ex- 
cellent index of kidney function. 

A substance whose clearance is greater than that 
of inulin must be in part secreted by the tubules, 
i.e., more is excreted than is filtered. Phenolsul- 
phonphthalein (PSP) is another substance ex- 
creted largely by the tubules, although its extraction 
is less complete than with PAH or Diodrast. 

T,,.. When rate of PAH delivery to tubules is in- 
creased as by raising plasma level, their capacity to 
secrete PAH is reached at plasma levels of about 
15 mg. per 100 cc. This “tubular maximum” (T,,) 
is proportional to the amount of tubular secreting 
tissue and its effectiveness. 


Some Pathologic Conditions 


When GFR is reduced, less urea and other NPN 
substances are filtered, and their plasma levels rise. 
With increased plasma level the same amount may 


be filtered as before. Rise in plasma NPN is thus 


_ ular bed occurs, GFR is, of course, irreversibly re- 


inevitable with lowered GFR, unless NPN produc- 
tion is correspondingly lowered. 

On the other hand, since the amounts of sodium 
and of chloride excreted are contained in only 
about 1 per cent of the filtrate, even a large fall in 
GFR will not cavse salt retention, provided the 
tubules respond normally by rejecting salt equal 
to the intake. 

In early hypertensive disease, GFR (inulin clear- 
ance) is normal. If organic obliteration of glomer- 


duced. Congestive heart failure may reduce GFR 
and RPF, certainly if severe, with NPN retention. 
GFR is usually reduced in acute glomerulonephritis, 
but normal in lipoid nephrosis. It is reduced in the 
hypotension of shock or severe hemorrhage, and in 
severe adrenal insufficiency. 

Normal GFR in average-sized human subjects is 
100 to 120 cc. per minute, RPF 500 to 650 cc. 
per minute. The ratio of GFR to RPF gives the 
fraction of RPF which is filtered, or filtration frac- 
tion (FF). 

In acute diffuse glomerulonephritis, RPF is some- 
times initially increased (hyperemia of inflamma- 
tion), with moderately reduced GFR, giving low 
FF, although in most cases RPF also is reduced. 
As healing occurs, RPF falls (if it had initially 
been elevated) and GFR rises, restoring FF to 
normal. 

In early stages of chronic progressive nephritis, 
GFR falls faster than RPF, lowering FF. As disease 
progresses RPF begins to fall faster, FF returning 
toward normal. In severe renal insufficiency, all 
values are reduced to only a small fraction of normal 
(5 to 10 per cent or less). Here, of course, PSP 
excretion and urea clearance are also low, and 
blood urea rises. 

In essential hypertension, RPF is usually normal or 
only slightly reduced. Renal vascular resistance 
must be increased, since arterial pressure is ele- 
vated. It seems improbable, however, that the usual 
case of essential hypertension in man is on a Gold- 
blatt kidney basis. No attempt will be made here 
to discuss the various views as to the primary 
factor in essential hypertension. 


Urine Concentration 


Since GFR is so much greater (100 to 120 cc. 
per minute) than usual (0.5 to 2 cc. per minute) 
or even maximum (15 to 20 cc. per minute) rates 
of urine flow, most of the filtered water must be 
reabsorbed by the tubules. Examination of fluid 
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collected by Walker directly from mammalian 
proximal tubules showed that water and salt were 
absorbed in about equal proportions, about 85 per 
cent of each being absorbed in the proximal tu- 
bules. 

The distal tubules thus receive about 15 per 
cent of the filtrate volume as an approximately 
isotonic fluid with about the same sodium and 
chloride concentration as plasma, but with inulin 
and creatinine about six times as concentrated as 
in plasma, since five-sixths of the water has been 
taken back without any inulin or creatinine. This 
proximal “obligatory” reabsorption is independent 
of water intake and of urine flow (except in arti- 
ficially produced, extreme osmotic diuresis). 

The distal “facultative” reabsorption is a se- 
lective process, resulting in a bladder urine that 
may be hypertonic, isotonic, or hypotonic to plas- 
ma. In normal subjects salt and water outputs are 
equal to their intakes, after some lag. 

If water intake is increased, water output may 
rise up to 15 or 20 cc. per minute without any 
large change in output of solids, giving a very 
dilute urine. Distal water reabsorption has been 
reduced or abolished without a corresponding 
change in behavior toward solids. The reduction 
in plasma molecular concentration signals osmo- 
receptors in the brain, which bring about inhibi- 
tion of the supraoptic nuclei in the anterior hypo- 
thalamus. These cells send secretory fibers to the 
neurohypophysis, calling forth secretion of anti- 
diuretic hormone (ADH). 

In usual circumstances there is tonic activity of 
the supraoptic nuclei, calling forth continuous se- 
cretion of ADH, which enables distal tubules to 
reabsorb water to form hypertonic urine. The 
neurohypophysis forms ADH only when stimu- 
lated through its secretory fibers. When the neuro- 
hypophysis is destroyed or denervated, ADH pro- 
duction ceases and diabetes insipidus results. 

With inhibition of supraoptic nuclei on large 
water intake, formation of ADH ceases, so that 
one may regard the normal subject in maximum 
water diuresis as being temporarily a diabetes in- 
sipidus. Plasma dilution passes off as excess water 
is excreted, supraoptic cells again send secretory 
impulses to neurohypophysis, ADH production is 
resumed, and distal water reabsorption increases 
so that urine of normally low volume and high 
concentration is again formed. 

The removal of water from a hypertonic fluid in 
its lumen requires expenditure of energy by the 
distal tubule. The degree of osmolar concentra- 
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tion of urine with respect to plasma is accurately 
given by a comparison of their freezing point de- 
pressions. There is a limit to the ability of the 
tubules to remove water from hypertonic fluid. The 
maximum concentrating activity of normal human 
kidneys produces a urine with about five times the 
osmolar concentration of plasma (urine freezing 
point about —2.8°). 

A sufficiently accurate and much more con- 
venient measurement of urine concentration is its 
specific gravity. The most concentrated urine on 
water deprivation of more than twenty-four hours 
has a specific gravity up to 1.038 or 1.040. 

The concentrating power is probably the best single 
test of kidney function. A subject with normal kid- 
neys, deprived of water for fifteen to eighteen hours, 
will pass urine of specific gravity at least 1.024. 
Such a response, in absence of protein, blood cells, 
and casts, gives practical assurance of adequate 
kidney function. Urine of low specific gravity 
(1.001 to 1.003) will be made by normal kidneys 
on high water intake. 

Inability to alter urine specific gravity in re- 
sponse to varying water intake (specific gravity 
fixed at 1.012 to 1.014) is known as isosthenuria, 
and indicates grave tubular damage. 


Other Kidney Tests 


PSP. PSP is excreted in part by glomeruli and 
in part by tubules. More certain results are given 
by intravenous administration. After 6 mg. intra- 
venously, 55 to 60 per cent should be excreted in 
the first hour. Sometimes a normal first-hour ex- 
cretion is still observed when a diminished inulin 
or urea clearance and concentrating power show 
some kidney damage. 

Three collections of twenty minutes each give a 
better test than a single hour collection. A normal 
subject excretes about 30 per cent in the first 
twenty minutes, 15 to 18 per cent in the second, 
and 10 per cent in the third, or 55 to 60 per cent 
in an hour. With slight to moderate kidney dam- 
age we may get corresponding values of 22, 20, 
and 14. The total hour’s excretion is normal, but 
the delay, as shown by the three collections, re- 
veals impaired function. 

Urea Clearance and Blood Urea. So long as rate 
of urea production remains constant and equal to 
rate of output, a fall in urea clearance must result 
in a corresponding increase in blood urea level. 

Rate of urea production, however, shows con- 
siderable variations with meals, type of diet, fever, 
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etc. A normal subject thus shows much greater 
variations in blood urea level than in urea clear- 
ance. However, if precautions are observed of tak- 
ing blood sample for urea determination in the 
postabsorptive and relatively basal state, blood urea 
level affords a reasonably adequate index of renal 
functions, where 15 mg. urea per 100 cc. should 
be taken as the upper limit of normal for blood 
and 17 mg. for plasma. 

In man, urea clearance is relatively little affected 
by blood urea level or protein intake, and is thus 
subject to fewer errors of interpretation than is 
blood urea level. The average normal value for 
“maximum” clearance (at urine flows of 2 cc. per 
minute or more) may be taken as 65 cc. per min- 
ute, with normal limits of 55 to 95, large subjects 
naturally showing large normal values. 


The Kidney and Neutrality Regulation 


A normal man produces about 20,000 milliequiv- 
alents (at body pH) daily of carbonic acid, which 
is excreted by the lungs as volatile CO. On ordi- 
nary diets about 160 mEq. of nonvolatile acids are 
produced daily from oxidation of sulfur and phos- 
phorus in proteins and phospholipids. About half 
of this is neutralized by preformed alkali ingested 
in the diet and by the base liberated on oxidation 
of the anions of salts of organic acids in diet. This 
leaves about 80 mEg. daily of nonvolatile acids 
which must be excreted by the kidneys if acidosis is to 
be prevented. 

The sulfuric and phosphoric acids metabolically 
produced cannot be excreted free, since the kidneys 
cannot form urine with pH lower than about 4.8. 
On such a diet the kidneys excrete 25 to 35 mEq. 
daily of titratable acid, mainly in the form of acid 
phosphates and organic acids, the latter being weak 
enough that appreciable quantities can exist free 
in acid urines. 

The remaining 50 to 55 mEq. must be excreted 
fully neutralized. The cations required to match 
these acid anions can come only by drawing on the 
body stores of fixed base (chiefly sodium and po- 
tassium) or by manufacturing cations de novo. The 
kidneys accomplish the latter through ammonia 
formation, the ammonia uniting with an acid to 
form its ammonium salt. 


With normal kidneys, ammonia formation rises 
(within limits) proportionally to the amount of 
acid to be excreted, although human (but not dog) 
kidneys show a lag of three to four days in reach- 
ing maximum ammonia production, during which 


fixed base is drawn on. When ammonia production 
is fully established, a positive fixed-base balance 
persists until the depletion is made up, or this 
may occur only after acid administration has stop- 
ped. With kidneys deficient in ammonia produc- 
tion, body stores of fixed base are depleted if the 
subject remains on an acid-producing diet. 

The kidneys form ammonia by the action of the 
enzyme, renal glutaminase, on glutamine to yield 
ammonia and glutamic acid, and by the oxidative 
deamination of various amino acids. The impaired 
ability of the kidneys to form ammonia in severe 
nephritis and in adrenal insufficiency is partially 
responsible for the acidosis in these conditions. 

Effects of Dehydration. When a subject is dehy- 
drated, with depletion of salt and water, acidosis 
may be expected. Even when the dehydration is 
due to vomiting, acidosis is often seen, for there is 
considerable loss of base as well as of HCl. Also, 
in severe dehydration from any cause, organic 
acids accumulate and renal excretion of acid is 
impaired. When the dehydration is due to diarrhea, 
with direct loss of base, acidosis is more pronounced. 

An obvious procedure is to administer fluids 
with added alkali or alkali-producing salts, as bi- 
carbonate or lactate. It should be emphasized, how- 
ever, that replacement of sodium and chloride is essen- 
tial to restoration of body fluids. Water cannot be 
held without salt; even though a salt deficit greater 
than water deficit can exist temporarily, as after 
prolonged sweating with salt-free intake, the sub- 
ject is in an abnormal state which cannot be tol- 
erated indefinitely. 

Furthermore, salt replenishment re-establishes 
the excretion of chloride in the urine. This gives 
the kidneys an opportunity to excrete chloride 
matched with ammonium ions, conserving an equiv- 
alent number of sodium or potassium cations, which 
is equivalent to administering that amount of alkali. 
The net result may be represented as HCI+NH3= 
NH,Cl, an equivalent of strong hydrochloric acid 
being excreted without loss of fixed base. 

Given an opportunity, kidneys which can re- 
spond normally will thus take care of dehydration 
acidosis without alkali administration, if the short- 
age of sodium, chloride, and sometimes potassium, 
is relieved. Conversely, in alkalosis, the kidneys re- 
spond by excreting bicarbonate in large amounts, 
this being present only in traces in acid urines. 

By various means the body carries out its own 
chemical as well as morphologic repairs. The ap- 
propriate role of the physician is to assist, not to 
attempt to replace, these reparative mechanisms. 
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BY RICHARD TORPIN, M.D. 


Department of Obstetrics and Gynecology, Medical College of Georgia, Augusta, Ga. 


An improved delivery service is available to Negro multiparas in Augusta for a nominal fee. From August 1, 
1947, to March 3, 1953, there were 2,138 admissions to the maternity shelter. 


THE maternity shelter at the Medical College of 
Georgia was developed in order to give outpatient 
pregnant women improved delivery service by the 
upper class students, and to advance the instruction 
which the students receive in rendering this aid. 
At the same time it may serve as a model for a type 
of obstetric labor service adaptable to office delivery 
in rural practice, in contradistinction to time-con- 
suming and otherwise unsatisfactory care of labor 
in the patient’s home or to more expensive and 
frequently unavailable hospitalization. 

The success of the method is attested by the in- 
creased use of office delivery service especially in the 
Southeastern portion of the United States. 

The set-up used here is illustrated in the accom- 
panying pictures. 

Students, late in the junior or early in the senior 
year, are on duty, each continuously for three weeks, 
and they reside in the component student quarters. 


Students are on duty continuously for three weeks. 
They live in the component student quarters. 


The patients, all multiparas, are brought to the 
shelter by relatives or friends at onset of labor. 


. 
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They are staggered as to time of service, so that 
never is the service in the hands of completely in- 
experienced personnel. 

An assistant resident occupies an adjacent room 
and is present for advice and instruction at each 
delivery. Each student delivers or assists at the birth 
of approximately thirty infants. 

The patients, all Negro multiparas, are trans- 
ported to the shelter by relatives or friends at the 
onset of labor. They are advised of the procedure 
while attending a prenatal clinic associated with the 
University Hospital next door. If any complications 
arise, the patient is admitted to the hospital. For 
nurse attendance, they are requested to bring a 
capable female relative or friend, who is then in- 
structed in the subsequent care of the mother and 
baby. A few hours after delivery the mother and 
child are taken home by ambulance. 

Upon arrival at the shelter, hemoglobin, fetal 
heart rate, and blood pressure studies are made, and 
the results of general physical examination are re- 
corded. The students receive and make practical use 
of instruction in regard to the physiology of labor. 
Since all patients are multiparas, there is usually no 
question of bony dystocia. The students also re- 
ceive practical instruction in the use of the simpler 
hypnotics, analgesics, oxygen, and anesthetics; pre- 
vention of sepsis and care of the perineum; preven- 
tion and therapy of post-partum hemorrhage; and 
the resuscitation of the newborn including removal 
of obstructing mucus by tracheal catheterization. 
They also learn how to keep complete labor records. 

The record of service at the Maternity Shelter 
from August 1, 1947, to March 3, 1953, can be 
tabulated as follows: 


When a patient arrives studies are made of hemo- 
globin, blood pressure, and fetal heart rate and the 
results of a general physical examination are recorded. 


Each student delivers or ists at 
the birth of about thirty infants. 


Transferred to hospital. . . ee eee 47 
Multiple pregnancy . . . eee @ 
Post-partum hemorrhage . . . 
False labor and fatigue .......+ 
Abnormal presentation. . . . 
Absence of fetal heart tones . 
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Each patient residing in the city of Augusta is 
charged $10.00 for the service. Of course, if they 
are indigent, this is not collected. This income de- 
frays the cost of drugs and supplies, the cost of the 
ambulance to transport them and their infants home, 
and the salary of the young woman who keeps the 
shelter in good order, and allows some extra to 
amortize the original cost of remodeling the rooms 
and installing a bathroom. The ambulance charge is 
one dollar apiece for Augusta residents. County 
patients are transported home by the family. 


Students receive practical instruction in re- 
suscitation of the newborn, including removal 
of obstructing mucus by tracheal catheterization. 
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Hazards of Treatment of Heart Failure 


Recentiy Altschule discussed the harm that may be caused when therapy of heart failure is injudiciously or 
erroneously applied. His points can be outlined as follows: 


I. Dicrrauis 2. Acidosis 


A. Common manifestations of intoxication a. Coma (severe acidosis) 
1. Nausea and vomiting b. Increased cardiac work 
2. Bigeminy c. Aggravation of dyspnea 
3. Heart block d. Depression of carbohydrate utilization 
B. Less common effects VII. MERCURIAL DIURETICS 
1. Diarrhea A. Excessive chloride loss 
2. Visual disturbances 1. Hypochloremic alkalosis (preventable by 
C. Rare effects ammonium chloride) 
1. Auricular fibrillation B. Excessive sodium loss 
2. Stokes-Adams attacks (bradycardia) 1. Unresponsiveness of diuretic 
II. Bep REST 2. Muscle cramps 
A. Proved ill effects 3. Confusion or stupor 
1. Muscular flabbiness 4. Shock-like state 
2. Psychologic changes C. Excessive potassium loss 
B. Effect ascribed without proof 1. Low potassium syndrome 
a 1. Thrombophlebitis 2. Intensification of digitalis effect 
III. MORPHINE VIII. Low-satt 
A. Excessive depression of respiration (especially A. Deficiencies of vitamins and minerals 
in chronic cor pulmonale) B. Low sodium syndrome (from combined effect 
B. Sensitivity reactions of diet and mercurial diuretic) 
1, Vomiting IX. lon EXCHANGE RESINS 


2. Itching , A. Gastrointestinal upset 
C. Urinary retention B. Acidosis caused by ammonium chloride 
D. Inhibition of mercurial diuresis C. Sodium depletion 
E. Hypotensive effect (noted only when head is waver 

tilted up and feet are dependent) 


A. Vomiting 
B. Signs of water intoxication 
XI. ANTICOAGULANTS 
A. Hemorrhage (risk greater in presence of he- 
patic disease) 
XII. Tourniquets 
A. Diminished venous return 
1. Fall in output of left ventricle 
B. Decreased blood volume 


IV. OxyGEN 
A. Ill effects of high concentrations 
1. Decrease in vital capacity 
. Irritation of respiratory mucosa 
. Enhancement of tendency to atelectasis 
. Vasomotor collapse (when Oz is withdrawn) 
5. Tissue acidosis 
B. Special effect in cor pulmonale 
1. Depression of respiration—acidosis due to 


SO 


CO: retention 1. Shock 
C. Reduction in cutaneous blood flow—impaired 
A. Ill effect of oral administration heat dispersal 
1. Gastric irritation 1. Fever : 
B. Ill effect of intravenous administration D. Effects of localized maremed blockade 
1. Vassditieieiiion 1. Aggravation of peripheral edema 
a. Shock (severe vasodilatation) 2. Hyperpnea (when tourniquets are with- 
b. Increased cardiac work (moderate vaso- drawn) 
dilatation) XIII. VENESECTION, POSITIVE PRESSURE RESPIRATION 
VI. AMMONIUM CHLORIDE A. Decreased cardiac output and blood volume 
A. Ill effects in patients having renal insufficiency 1. Shock 
1. Accumulation ofammonium ion—psychosis —(Modern Concepts of Cardiovascular Disease, Septem- 
or coma ber, 1953.) 


GP « December, 1953 


. 
2 
lig 81 


Relief of pain | 


Correction of 
deformity HOSPITALIZATION 
WARD CARE 
Rehabilitation VITAMIN DIET 

> PHYSICAL THERAPY 
X-RAY THERAPY 
OCCUPATIONAL THERAPY 
HOME THERAPY 


SYNONYMS: Marie-Strumpell Arthritis; 
Rheumatoid Arthritis of the Spine; 
Rhizomelic Spondylosis. 


Early diagnosis and a plan of 
prolonged treatment can limit 
or prevent later disability. 


SPONDYLITIS 
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Practical Cherapeutics 


Ankylosing Spondylitis 


BY ELBERT L. PERSONS, M.D. AND LENOX D. BAKER, M.D. 
Duke University School of Medicine, Durham, N. C. 


Dear Dr.: 

Mr. Smith tells me that you are his family phy- 
sician although he has not consulted you for sever- 
al years. He was referred for medical review be- 
cause of a second attack of iritis and uveitis in the 
left eye. The first attack occurred three years ago, 
was treated with drops to dilate the pupil, and sub- 
sided without any loss of vision. The second attack 
was more painful and lasted a week longer but, 
since the vision is now improving, the patient is 
worried by the loss of time from his business rather 
than by the danger of permanent visual impair- 
ment. 

At 29, Mr. Smith is approaching the status of a 
minor executive although a weak educational 
background has required additional effort. In 
high school he was active in sports, but his college 
activities were limited by the need for part-time 
work (and he recalls that he dropped football be- 
cause of pain in one hip). In the Army, as a ser- 
geant, he traveled from one station to another, and 
there were weeks when the railroad berths were un- 
comfortable and he sat in the smoker in the early 
morning hours, because of backache. 

Two years ago, he was bothered for several 
months by indefinite pain in the chest but Health 
Department x-rays showed the lungs to be clear 
and he did not consult a doctor. A detailed review 
of other systems shows that there have been no symp- 
toms of any kind, and that the patient has felt 
that he has been in good health, although his 
work is often a cause of fatigue. 

Physwal examination confirms the patient’s 
impression of good health, to the extent that he 
might be eligible for life insurance. There are no 
abnormalities in the eyes, ears, nose, or throat, 
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and the thyroid is normal. There is no enlarge- 
ment of any lymphatic gland. 

The chest expansion is two inches, the lungs are 
clear, and the heart is entirely normal. No organs 
can be palpated in the abdomen, no hernia is 
present, and examination of the genitalia, rectum, 
and prostate is normal. The extremities show 
nothing abnormal. 

However, Mr. Smith shows definite abnormal- 
ities in the spine. The upper dorsal spine is round- 
ed so that he is somewhat stooped, and the lumbar 
spine is flat and stiff as he bends forward. 

Laboratory studies show no anemia and a nor- 
mal hematocrit, but the sedimentation rate is 
slightly elevated to 18 mm. per hour. The white 
blood cell count is 8,700 with a normal differen- 
tial, and the urine is normal at a specific gravity 
of 1.018. The height is 5'10", although he gives 
it as one inch more. Weight 160 lbs. 

X-ray studies show normal sinuses (the nose 
and throat consultant found no evidence of any 
focus of infection), and gallbladder and gastro- 
intestinal x-ray studies have been entirely nor- 
mal. However, the sacroiliac joints show very 
marked changes, so that the joint spaces are al- 
most obliterated by a process of condensation which 
is suggestive of ankylosing spondylitis (Marie- 
Striimpell arthritis). Lateral films of the dorsal 
spine show an increased curvature in the dorsal 
region, without other abnormalities. The antero- 
posterior views of the dorsal and lumbar spine 
are quite normal, with no evidence of unusual 
calcification, but there is increased density in the 
apophyseal joints in the lumbar region. 

These findings are important with relation to 
the episodes of iritis, because iritis is one feature of 
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ankylosing spondylitis, frequently neglected in the 
diagnosis. In this instance, the history of mild and 
nondisabling spinal pain, and the x-ray findings 
in the sacroiliac joints are diagnostic, and the 
treatment must be that of a systemic disease. 

In a plan of treatment for “Marie-Striimpell 
arthritis” or “rheumatoid arthritis of the spine,” 
we must assume that Mr. Smith will progress to a 
state of complete ankylosis of the spine (bamboo 
spine) and all precautions must be taken to pre- 
vent deformity, and to maintain or improve the 
chest expansion and vital capacity. .. . 


Such a letter as this might be received by any 
practicing physician. There are many other ways in 
which a diagnosis of ankylosing spondylitis may be- 
come apparent, if one is aware of the disease as a 
basis for indefinite complaints of pain in the neck, 
chest, spine, or pelvis. There is usually nothing in 
the peripheral joints to suggest that a rheumatoid 
type of inflammation is present, and an early diag- 
nosis of the Marie-Striimpell type of the disease will 
not be made unless the examiner is constantly 
aware of its varied symptomatology. 

Patients who come to the doctor because of rheu- 
matic complaints can sometimes show Heberden’s 
nodes, an exquisitely painful and inflamed great toe, 
or fusiform swellings of the middle joints of the fin- 
gers, suggesting the proper diagnosis of degenera- 
tive joint disease, gout, or rheumatoid arthritis. 
There is a fourth type of rheumatic disease, for 
which the term “ankylosing spondylitis” is appro- 
priate because the first definite manifestation is that 
of stiffness and deformity of the spinal column. 


““Marie-Strimpell Disease” 


Cases having severe grades of ankylosis of the 
spine were studied in detail in the 1890’s by Striim- 
pell, Marie, and Von Bechterew, and the concept of 
ankylosing spondylitis as a separate part of the 
rheumatic process has developed since that time. 
Those patients with “poker-back,” severe dorsal 
kyphosis, or the x-ray finding of “bamboo spine” 
have been crippled by a chronic disease which pro- 
gresses slowly, over many years. 

In 10 to 15 per cent of these advanced cases, com- 
plete or extensive ankylosis of the spine is associated 
with severe manifestations of rheumatoid arthritis in 
the peripheral joints, with ankylosis of the elbows, 
wrists, knees, and ankles and resorption of bone in 
the hands, fingers, and feet. We are then seeing the 
most deforming combination of diseases which is 


compatible with life. These patients seldom develop 
kidney lesions or other types of hypertensive disease 
and may live for so many years that the ultimate 
cause of death cannot be determined. Arteriosclero- 
sis or diabetes, unrelated to the arthritic process, 
often becomes a prominent feature of the terminal 
problem. Such patients are seen by physicians who 
make visits in the home, but rarely in hospitals 
where diagnostic facilities are available. We have 
remarkable museum specimens of skeletal deform- 
ity, but little information of practical value. 

The importance of deformity of the chest and re- 
duced vital capacity, as the spinal disease progresses 
to fixation, became apparent when knowledge of 
pulmonary function improved. These patients are 
more subject to tuberculosis of the lung, and in later 
years to cardiopulmonary disturbances. Recently it 
has been shown that aortitis and aortic regurgitation 
may appear without cvidence of any other cause, 
such as rheumatic fever or syphilis. Also, there is an 
association with severe inflammatory lesions of the 
eye, often subsiding without a visual deficit, occa- 
sionally more serious. 

During the past ten years, study of the medical 
aspects of Marie-Striimpell disease has led to classi- 
fication as “rheumatoid arthritis of the spine.” A 
rational program of medical and orthopedic man- 
agement has been devised, using x-ray therapy for 
the relief of pain and associated muscle spasm, 
physical therapy for posture correction and im- 
provement of the vital capacity, and all other cor- 
rective and supportive measures which are used in 
rheumatoid disease. 


Symptoms and Diagnosis 


The fact that a rational and hopeful program of 
treatment is available puts a premium on early diag- 
nosis, so that deformity and disability may be pre- 
vented. 

Until the causes of the inflammatory type of 
chronic arthritis are more clearly understood, and 
in the absence of any diagnostic tests comparable to 
serologic tests for syphilis, an early diagnosis must 
depend upon an attitude of awareness and suspicion 
on the part of the examiner. He must remind him- 
self that these patients show a peculiar apathy, asso- 
ciated with a slow and insidious onset of symptoms, 
and should memorize the statements of Herrick and 
Tyson (1941), when the medical aspects of this dis- 
ease were first emphasized. Those authors wrote as 
follows: 

“The dominant symptom is pain. The feature of 
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this pain is its variability and the vagueness with 
which even the most intelligent patient describes it, 
despite its severity. In the same individual the pain 
varies in site, degree and character from one phase 
of the disease to another. Although it may be con- 
tinuous, it does not maintain a constant pitch of in- 
tensity. Characteristically it is worse during the last 
hours of the night. Often the patient is awakened 
about 4:00 a.m. and passes the rest of his time in bed 
in discomfort. The great variability of the pain needs 
emphasis. In the majority of cases the onset is in- 
sidious with exacerbations and remissions but the 
disease may begin acutely with agonizing sciatic or 
lumbar pain suggesting a mechanical rather than an 
infectious etiology. The mental aspect of these pa- 
tients deserves notice; they seldom smile. There is a 
uniform dejection and depression. It is difficult to 
be sure that this is not other than one might expect 
in any chronic painful disease. To us, however, it 
has seemed to have certain features that have be- 
come characteristic when observed in association 
with the typical attitude and posture of these pa- 
tients.” 

Patients are usually seen in the third decade of 
life, but close questioning may reveal that they have 
had low back pain since the late teens. The onset 
may be in the sacroiliac or the lumbodorsal junc- 
tion, with alternating hip and sciatic pain, some- 
times bilateral. Less frequently there is cervicodor- 
sal involvement, with radicular pain which mimics 
intercostal neuralgia, pleurisy, cardiac disease, or 
causes wry neck. Because of pain in the flanks the 
patient frequently has been seen by a urologist. Oc- 
casionally, there has been an acute episode of arthri- 
tis in a knee or a shoulder, which has subsided with- 
out the usual residual damage. 

It is often the family physician who learns that 
the patient has experimented with sleeping on the 
floor because of his backache. He may have other 
means of recognizing a peculiar and apathetic atti- 
tude toward a physical handicap in a patient who is 
otherwise competent and productive in his daily life. 
At this point, a suspicious approach and a careful 
evaluation of the physical and x-ray findings may 
justify a trial of treatment, even if the diagnosis is 
questionable. 


Physical Findings 


Although the aspect of the patient is sometimes 
the most impressive feature, certain physical find- 
ings are important. Every patient who complains of 
pain in the spine or lower extremity should be ob- 
served as he or she bends forward to touch the toes, 
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Figure 1. Bilateral sacroiliac changes typical of Marie-Strumpell 
arthritis, early stage. Most of the “‘condensation”’ is in the ilium. 


in either a sitting or standing position, to demon- 
strate any limitation of flexion in the spine. Bending 
from side to side is also a test, since the normal pa- 
tient relaxes the muscles on the concave side and 
falls to that side, but the patient with a stiff spine 
must contract those muscles in order to pull his 
spine to the side. 

Leg raising tests may show limitation, but the 
findings are not dramatic, unless there is an acute 
process in the lumbosacral or sacroiliac joints. Lo- 
calized tenderness over one or two spinous proc- 
esses and localized pain on percussion are not 
common findings in ankylosing spondylitis and 
suggest the possibility of some local process in the 
spine. 

X-ray Findings 


Although the x-ray picture of “bamboo spine” 
had been known for more than thirty years, the 
importance of early x-ray examination of the sacro- 
iliac joints was not emphasized until 1939 when 
Forestier described the almost unique changes 
which can be demonstrated by careful x-ray tech- 
nique. There is a characteristic condensation, which 
appears on the iliac side of the joint, usually in the 
lower third (Figure 1). This is often most marked 
on the side at which hip pain is present, but may 
appear when the patient has had symptoms limited 
to the cervicodorsal region. 

A radiologist hestitates to give weight to an ab- 
normal finding which is unrelated to the problem 
presented and may not report that abnormalities in 
the sacroiliac joints can be seen in films which have 
been taken for urologic study. There has been an 
attempt to establish a diagnostic entity called 
“osteitis condensans ileii” for x-ray films which do 
not show other changes consistent with ankylosing 
spondylitis. 
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Figure 3. A rewarding result of early diagnosis. Unilateral changes in the 
sacroiliac joint were recognized at the time of ureteral catheterization. 
Right, the same joint six and one-half years after 450 r units of x-ray 
therapy. 


Figure 2. Composite photographs showing range of motion in a patient 
with moderately advanced x-ray changes. The range of motion was 
obtained within 96 hours after x-ray therapy and it was maintained 
at the end of six years. Note there has been very little increase in the 
range of flexion but there has been a satisfactory increase in extension, 
which is desirable as it is usually associated with an increased motion 
in the thoracic cage and an increase in vital capacity. 


X-ray treatment may be used as a diagnostic 
measure in some instances, since there is usually a 
definite, and sometimes a dramatic, response to a 
harmless amount of radiation (Figures 2 and 3). 
This relief of symptoms should not dim the im- 
portance of the diagnosis and the need for a plan 
of treatment for a chronic systemic disease. 


X-ray Treatment 


Whether or not x-ray treatment has been used 
as a diagnostic measure, its limitations must be 
considered along with its advantages. In a chronic 
and recurrent disease, there is a limit to the amount 
of x-ray therapy which can safely be given. The 
respite from pain and muscle spasms which follows 
a course of x-ray therapy for ankylosing spondylitis 
should be used to secure a maximum correction of 


any deformity of the spine which may have occurred. 
This often requires hospitalization and the use of 
detailed and controlled orthopedic measures such 
as traction on the head or hyperextension of the 
dorsal spine (Figure 4). 

X-ray therapy is usually given over three or four 
days, in a total of 450 to 600 roentgen units over 
the sacroiliac and lumbosacral joints; the dorso- 
lumbar region, and the cervicodorsal region, using 
three or four treatment areas. Additional treat- 
ments are sometimes given after two to four months, 
to a total dosage of 750 to 900 roentgen units in 
each area. 

In the treatment of women (only 10 to 15 per 
cent of cases), the possibility of disturbance of the 
menstrual cycle must be considered; this has not 
been an important feature because the dosage of 
radiation is usually reduced. 

The effects of x-ray therapy are often so dra- 
matic and satisfactory that a patient will forget or 
disregard other advice and instruction. He should 
understand that complete relief from symptoms 
amounts to a danger signal of future trouble, and 
that x-ray treatment cannot be repeated indefinitely. 

A prompt response to x-ray treatment confirms 
the diagnosis and emphasizes the fact that the pa- 
tient may progress to complete ankylosis of the spinal 
column. The interval of relief which is afforded by 
this form of treatment must be used to establish a 
routine of posture exercises and of the use of the 
thorax in maintaining an adequate chest expansion, 
even in those patients who do not show a deformity. 


Orthopedic and Physical Therapy Measures 


If there is need for orthopedic corrective treat- 
ment, the diagnosis has been delayed or the patient 
has not understood the need for posture correction. 
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Deformity of the spine can be prevented in this dis- 
ease. The lumbar spine may ankylose without dis- 
ability except that the patient must bend from the 
hips. 

In the dorsal area, curvature of the spine develops 
insidiously and is usually associated with limited 
movement of the thoracic cage and diminished 
chest expansion. These changes can be partially 
reversed by the use of hyperextension, in a bed 
and in the form of exercises in a physical therapy 
department and at home. Braces to assure proper 
position of the dorsal spine may be of great value. 

Stiffness in the cervical region is difficult to pre- 
vent. This may represent the most important handi- 
cap to a conscientious patient, because of the diffi- 
culty in turning the head while driving an auto- 
mobile. 

The physical therapy measures are primarily 
those of posture training, with special reference to 
the spine, and breathing exercises to maintain 
costal movement and a satisfactory chest expansion. 
The effects of x-ray therapy are usually so good as to 
reduce the need for heat, diathermy, and massage. 
Emphasis should be placed upon the exercises 
which the patient can carry out at home, twice 
daily, even in a period of remission of his chronic 
disease (Figure 5). 


Home Therapy 


The patient and his family must recognize the 
possibility that severe spinal deformity may occur. 
An inflammatory disease, for which no specific 
treatment is available, demands the therapeutic atti- 
tude that everything possible should be done to pre- 
vent deformity and to maintain general health. 
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Figure 4. The fracture board is 
hinged to conform to the adjustable 
bed and latex mattress. Hyperexten- 
ston of the spine is obtained by plac- 
ing the patient’s head toward the 
foot of the bed. 


Illustrations in this article are used through the 
courtesy of J. Bone and Joint Surg., and Dr. 
L. D. Baker. 


There is often a great need for readjustment of 
the activities and responsibilities of the patient, so 
that posture can be maintained and so that fatigue, 
as well as pain, can be prevented. A bed with firm 
support, such as a fracture board, is as essential as 
a proper standing and sitting posture. Fatigue is 
the greatest enemy of the patient who has special 
exercise requirements. added to his daily duties. 

These patients must adjust to their disability 
and must learn to plan their activities in advance, 
so as to avoid the development of pain and to 
maintain a good posture. The measure of the ade- 
quacy of the treatment must be the attitude and 
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Figure 5. Exercise apparatus 
which can be duplicated by 
the patient, for regular use 
at home. 
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the activity of a patient who has been informed as 
to his disease, and has been taught the exercises 
and other measures which are important in its 
control. Most patients who have the disease will 
probably live longer than the physician who first 
made the diagnosis. We can now hope that they 
will not become bedridden or severely stooped 
cripples. 


Summary 


A disease which has been known to all physicians 
now in practice, because of the deformities and the 
x-ray changes associated with its late features, is 
now recognizable in its early stages. Early recogni- 
tion may prevent serious deformity and disability. 
A mistaken diagnostic impression can do no harm, 
since it involves only instruction in the improve- 
ment of posture, regulation of the activities of the 
patient, and perhaps a harmless trial of x-ray ther- 
apy. 

Physicians should be aware and suspicious of the 


Here’s a Helpful Hint. . . 


A NEW TYPE OF 


DRESSIMG FOR FINGERS 


Wuue discussing the size of capsules I had recommended for 
the wife of a veterinary, he stated that they were almost as 
large as his “horse capsules” and the following day proceeded 
to bring in some of his capsules in sizes No. 10 (capacity, 1 
ounce), No. 11 (capacity, % ounce), No. 12 (capacity 4 
ounce), the No. 10 being the largest and the No. 12 the small- 
est. I playfully put the No. 10 capsule over my finger and 
noticed that it protected a paper cut from injury. As long as 
I wore it, the cut was practically pain-free. 

I began to use these capsules on other types of wounds of 
fingertips—removal of fingernails, incision and drainage, skin- 
graft, or abrasion—and I offer it as a new type of dress- 
ing which is ideal for protecting a painful fingertip as long 
as the capsule is kept dry —Epwin Matutn, M.D., Mt. Holly 
Springs, Pa. 


early manifestations of this disease, since the pa- 
tient is usually somewhat apathetic, may have*been 
misdiagnosed, and usually tends to minimize the 
symptoms and his disability. 

In contrast to the peripheral type of rheumatoid 
arthritis, there is a high frequency in males, espe- 
cially in the third and fourth decade. The history 
of mild and nondisabling pain in the hips or legs, 
or in the chest and neck must be searched for, and 
a history of iritis or previous joint involvement is 
important. 

The x-ray findings in the sacroiliac joints must 
be studied before any conclusion can be drawn, 
even if there have been no significant symptoms in 
this area. The medical advisor may gain from a 
review of these films with the radiologist. 

When a diagnosis is made, on the basis of clinical 
findings, or with the help of x-ray studies and a 
therapeutic test of x-ray treatment, the patient must 
understand the need for prevention of deformity, 
and the regular use of posture exercises. 
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Frequency of thyroid cancer 
as a percentage of all cancer. 


Incidence of Thyroid Cancer 


In an effort to resolve disagreements about the in- 
cidence of thyroid cancer, Sokal analyzed data from 
various sources. He found that thyroid cancer re- 
presents slightly more than 0.5 per cent of clinical 
cancer and accounts for slightly less than 0.5 per 
cent of deaths from cancer (see accompanying dia- 
gram). He expressed his findings in terms of a 
hypothetical city of 1,000,000 inhabitants. Thus: 
“In such a city there would be 25 patients with 
thyroid cancer, 1 new case would appear every 
month, and there would be 6 deaths per year from 
thyroid cancer, 1 or 2 of which would be studied at 
autopsy.” 
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The author noted that there is a discrepancy be- 
tween these figures and those found by surgeons 
who report a high incidence of malignant lesions in 
nontoxic nodular goiters. He believes that the “dis- 
crepancy is more apparent than real, and is ex- 
plained by the fact that nontoxic goiters reaching 
the operating table are a highly selected group and 
are not at all representative of such goiters in the 
population at large.” His own studies indicated that 
fewer than 1 per cent of unselected nodular goiters 
are malignant. (New England J. Med., 249:393, 
1953.) 


Dicumarol and Liver Function 


Merrus and Wasserman determined that long-term 
bishydroxycoumarin therapy did not cause any sig- 
nificant liver damage in patients who previously had 
not suffered from hepatic disease. However, when 
severe prothrombin deficiency was induced by over- 
dosage of this drug, effects on the liver were noted 
in the form of abnormal findings in liver function 
studies. However, the damage was acute and com- 
pletely reversible. (Arch. Int. Med., 91:464, 1953.) 


Test for Arterial Spasm 


Fotey and associates pointed out that absence of 
pulsations in a peripheral artery may be due to 
(1) arterial spasm, (2) organic occlusion, (3) ab- 
normal course or congenital absence of the artery, 
or (4) generalized changes in circulation (shock). 
The authors emphasized that proper assessment of 
arterial supply to a limb depends upon differentia- 
tion between arterial spasm and organic occlusion 
as the cause for absent or diminished arterial pulsa- 
tions. As a simple bedside test for this purpose, they 
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recommended sublingual administration of 0.4 mg. 
of nitroglycerin. They noted that when pulsations 
were diminished because of arterial spasm, this drug 
usually caused the pulse to become full and bound- 
ing within a few minutes. (Circulation, 7:847, 
1953.) 


Sedimentation Rate in Heart Failure 


DissatisFiED with the paucity of evidence for the 
widely held concept that the erythrocyte sedimenta- 
tion rate is normal in congestive heart failure, 
McGinnis and associates made repeated estimates of 
sedimentation rates in patients having acute or 
chronic heart failure. They found that the majority 
of patients with acute heart failure had elevated 
sedimentation rates not only initially but after 
recovery as well. Among the group with chronic 
heart failure, only the most severe, chronic cases 
had normal sedimentation rates. The authors con- 
cluded: “In the presence of heart failure, an 
elevated ESR value cannot be considered a reliable 
indication of pathologic abnormalities such as in- 
farction, infection, or thrombophlebitis.” (Am. J. 
M. Sc., 225:589, 1953.) 


Estrogens and Atherosclerosis 


Ir HAs been supposed that estrogens may protect 
against arteriosclerosis. Evidence for this thought 
includes (1) the higher incidence of coronary 
atherosclerosis among males, and (2) the demon- 
strated influence of estrogens in clearing the plasma 
of high molecular lipid particles. In another ap- 
proach to the same conclusion, Wuest, Dry, and 
Edwards found that the degree of coronary athero- 
sclerosis was significantly greater some years after 
operation in women whose ovaries had been re- 
moved surgically than in noncastrated women of 
comparable ages. (Circulation, 7:801, 1953.) 


Gangrene Due to Atherosclerosis 


In 4 clinicopathologic study of peripheral arterio- 
sclerosis, Wessler and Silberg analyzed factors that 
predisposed to gangrene of such extent as to neces- 
sitate amputation of the leg. Clinical findings of 
special influence included absent popliteal pulse, 
congestive heart failure, neuropathy, and diabetes. 
Diabetes was thought to predispose to gangrene in 
two ways: (1) by accelerating the atherosclerotic 
process, and (2) by impairing resistance to infection. 
Among factors that may immediately exaggerate 
arterial insufficiency and thereby precipitate gan- 


grene, the authors listed shock, local injury, infec- 
tion, and anemia. Cardiac arrhythmias and hypo- 
tension (shock) were found frequently to be asso- 
ciated with multiple and extensive fresh arterial 
occlusions. 

The authors drew certain therapeutic implica- 
tions from their studies. They noted that extensive 
arterial occlusive disease may be well tolerated be- 
cause of good collateral circulation, and that the 
keys to avoidance of gangrene may be (1) diligent 
care of the patient’s feet, (2) prevention of certain 
predisposing factors (for example, injury, infection), 
and (3) therapy to prevent development and propa- 
gation of fresh occlusions in main arteries (for 
example, anticoagulant therapy). (Circulation, 
7:810, 1953.) 


Significance of Nipple Discharge 


Kitcore, Fleming, and Ramos analyzed their ex- 
perience with 190 cases of nipple discharge. They 
mentioned that the presence of a mass in the af- 
fected breast makes the discharge of secondary 
importance; the mass is explored as for any lump 
in the breast. 

When there is no mass in the breast, the char- 
acter of the discharge is the prime consideration. 
If it is either grossly milky or containing normal 
secretory elements (fat droplets, desquamated cells, 
debris), the condition can be disregarded as a 
threat of cancer. 

Serous or bloody discharge usually signifies pa- 
pillary disease of the breast. However, there is about 
one chance in twenty that a bloody discharge sig- 
nifies a cancer too small to be discovered by phys- 
ical examination. For this reason and because they 
believe that papillary disease of the breast is at- 
tended by a high incidence of cancer, the authors 
recommended that a woman beyond 40 with blood- 
containing discharge or demonstrated papillary 
disease should be advised to have a mastectomy 
(extended to radical operation if cancer is de- 


tected). (Surg., Gynec. & Obst., 96:649, 1953.) 


Total Body Radiation 


NITROGEN mustard (HN) and triethylene mela- 
mine (TEM) are spoken of as “radiomimetic” agents 
because their effect is similar to radiotherapy in the 
treatment of some forms of cancer. These agents 
often are selected in preference to radiotherapy 
when cancer is generalized, because the dose of 
total body radiation is believed to be limited to an 
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ineffective level by bone marrow depression and 
radiation sickness. 

Loeffler, Collius, and Hyman tested the validity 
of this preference in ten patients having advanced 
cancer. In this limited experience the investigators 
found that large doses of total body radiation (up 
to 150 r in one case) were no more dangerous than 
HNz or TEM. Indeed, the latter agents invariably 
produced some degree of malaise, while none of the 
patients receiving radiation suffered in this way. It 
was suggested, therefore, that total body radiation 
may be preferable for treatment of some malignant 
neoplasms currently being treated routinely with 
radiomimetic agents. (Scrence, 118:161, 1953.) 


Cysteamine for Protection Against X-rays 


From the University of Liége, Belgium, comes a re- 
port by Bacq and co-workers on the use of cystea- 
mine (B-mercaptoethylamine) for protection of pa- 
tients against toxic effects of ionizing radiation. A 
number of amines have similar protective properties 
but are themselves too toxic for use in humans. 
Cysteamine does not have this disadvantage. Pre- 
liminary studies showed that the agent protected 
mice against otherwise lethal doses of x-rays. The 
protective action was largely related to an earlier 
and a more vigorous regeneration in tissues injured 
by x-radiation. However the amine appeared to do 
more than protect a “regeneration factor.” This was 
shown by the fact that it effectively reduced radia- 
tion sickness in humans even when given after tis- 
sues had been damaged by x-rays. (Sctence, 117 :633, 
1953.) 


Pulmonary Granulomatosis 


WELLER and Crellin report a case of severe pulmo- 
nary insufficiency occurring in a woman exposed 
for twelve to fifteen years to paradichlorobenzene. 
She used this common insecticide in the form of 
crystals or by vaporization. Lung biopsy showed a 
diffuse granulomatous reaction containing crystals 
which were physically similar to those of paradi- 
chlorobenzene moth crystals. (Arch. Int. Med., 91: 
408, 1953.) 


Detection of Cancer of the Cervix 


From their experience during a four-year period, 
Martin, Slate, and Merritt are convinced that cyto- 
logic examination of a smear from the uterine cervix 
is a practicable, desirable method for routine use in 
private practice. The smears are obtained during all 
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17,267 TOTAL 


EXAMINATIONS DETECTING CANCER OF = 


CANCER NOT 
USLY SUSPECTED 


32 CANCER SUSPECTED 
ON CLINICAL EXAMINATION 


Results of tests of cancer of 
the cervix over 4-year period. 


routine pelvic examinations and are sent to a nearby 
clinical laboratory for appraisal by specially trained 
technicians. The expense of $3.50 per slide has been 
willingly borne by all of the more than 11,000 women 
who were examined during the period of the study. 

The authors emphasized that the purpose of the 
test must be clearly understood by patients. They 
are told that it is a test for only one kind of cancer— 
cancer of the cervix—and that it should be repeated 
periodically. The authors’ total experience and 
evaluation of the method is shown in the following 


diagram. (California Med., 79:108, 1953.) 


X-ray Films in Diagnosis of Acute Abdomen 


In piscussinG the use of survey roentgenograms for 
diagnosis of acute abdominal conditions, Sands 
emphasized that portable films do not suffice. He 
recommended that an adequate survey should in- 
clude at least four films: a posteroanterior chest 
film, because thoracic diseases sometimes cause 
abdominal symptoms; an upright film of the abdo- 
men for demonstration of gas in the peritoneal 
cavity and for delineation of gas-liquid levels in 
the bowel or in the peritoneal cavity; and high and 
low supine films for picturization of all structures. 
For patients too ill to be upright, he proposed that 
the upright film be replaced with one made while 
the patient is in a left lateral decubitus position. 
The author called attention to the differences in 
appearance of various portions of the intestine when 
they are filled with gas. Thus, the jejunum is tra- 
versed by fine lines (the valvulae conniventes), giv- 
ing a herring-bone pattern. The colon shows 
haustral folds which do not completely traverse its 
lumen, while the terminal ileum is “characterless.” 
He described the difference in patterns of ileus 
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and intestinal obstruction. In ileus, he stated, ‘“The 
survey film shows gas throughout both the small and 
large bowel. The large bowel with its distinguishing 
haustral markings is seen in the normal anatomic 
position about the periphery of the abdomen. The 
moderately distended small bowel is seen in the 
center of the abdomen in a mosaic arrangement. 
There are no hairpin or prominently marked loops 
of small bowel as seen in obstruction. The distri- 
bution of gas within the stomach and small and 
large bowel, with no gross distention of the bowel 
lumen, is typical of ileus. . .. In obstruction, as in 
ileus, gas is seen in the small bowel. Unlike ileus, 
however, the bowel lumen is greatly distended and 
the markings are prominent. The mosaic appearance 
of the small bowel in ileus is replaced by coiled, 
spring-like, and dynamic appearing loops arranged 
transversely in a stepladder fashion across the ab- 
domen. . . . The diagnosis of a large bowel obstruc- 
tion is usually made by identifying a greatly dis- 
tended colon arranged about the periphery of the 
abdomen. Usually gas is not seen in the small 
bowel... .”” (Surg., Gynec. Obst., 97:4, 1953.) 


Operative Stress in Endocrine Disease 


PATIENTS with hypopituitarism, Addison’s disease, 
and Cushing’s syndrome, after removal of an adrenal 
tumor, have marked intolerance to surgical trauma, 
according to Kyle and his associates. They showed 
that inadequate production of adrenal oxysteroid 
hormones, protein depletion secondary to malnutri- 
tion, and deficiency of anabolic hormones are re- 
sponsible for this intolerance. They suggested that 
in each of these conditions therapy should provide 
preoperative protein repletion, as well as adequate 
amounts of circulating 11-oxysteroids at the time 


of operation. (Arch. Int. Med., 91:283, 1953.) 


Streptomycin in Silicotuberculosis 


Couen and Glinsky treated eighteen patients hav- 
ing nodular or conglomerate silicosis and cavitary 
tuberculosis. Their results, using streptomycin, 
were poor. In no case was there cavity closure or 
sputum conversion. Furthermore, in no case did 
collapse or excision become feasible as a result of 
streptomycin therapy. Benefit from the use of 
streptomycin in silicotuberculosis can be expected 
only when there is acute progression of tubercu- 
losis, post-hemorrhagic spread, miliary tuberculosis, 
or extrapulmonary tuberculosis. It is also possible 
that before cavitation develops, streptomycin may 


be helpful. However, in chronic cases with cavita- 
tion and positive sputum, streptomycin does not 
appear to cause improvement or even to halt pro- 
gression of the tuberculosis. (Dis. of Chest, 24:62, 
1953.) 


Treatment of TB in Psychotics 


Ir ts recognized that there is a high incidence otf 
tuberculosis among the inmates of mental institu- 
tions. It is important, therefore, that a continuous 
case-finding program be carried out in such hos- 
pitals, according to Close, Hecker, and Glover. 
These authors have also found that neuropsychiatric 
patients with tuberculosis should receive all types 
of therapy available to mentally normal patients. 
The patient’s mental conditions should be treated 
concurrently. 

Electroconvulsive therapy should be used when- 
ever needed for the underlying mental condition. 
Active tuberculosis should not be considered a 
contraindication to electroconvulsive treatment. 
They point out that in a tuberculous psychotic 
patient who is acutely disturbed, physically hyper- 
active, and unwilling to eat, it is likely that these 
manifestations will cause a spread of the tuberculosis. 
In such patients shock therapy can be expected to 
make the patient less physically active and to im- 
prove his appetite. (Dis. of Chest, 24:34, 1953.) 


X-ray Therapy for Cancer of Esophagus 


BuscHke and Cantril analyzed the results of super- 
voltage x-ray therapy for esophageal carcinoma. 
They considered x-ray therapy to be adequate 
when a minimal dose of 5,000 roentgen units, cal- 
culated at the level of the esophagus, was given in 
about forty to forty-five days. Of the patients who 
were treated more than five years ago and who re- 
ceived complete treatment, three patients are well 
and have neither radiographic nor clinical evidence 
of disease. An analysis of the adequately treated 
but uncontrolled cases suggests that, in only one 
of them, surgery may possibly have offered a better 
chance. (J. Thoracic Surg., 26:105, 1953.) 


Cavities in Metastatic Lung Cancer 


Ir 1s not sufficiently appreciated that metastatic 
carcinoma to the lung may appear as pulmonary 
cavitation. Salzman, Reid, and Ogura reported two 
cases in which metastatic nodules in the lungs ap- 
peared solid on initial examinations and later ex- 
cavated into bronchi to form air-filled cavities. The 
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primary sites were in the testicle and in the pan- 
creas. In both instances the metastatic pulmonary 
tumors were rapidly proliferating. The authors sug- 
gested that the blood supply to the lesions became 
inadequate, resulting in central tissue softening 
and necrosis. The cavities generally appeared al- 
most perfectly round and cyst-like, probably in- 
dicating bronchial ball-valve mechanism. (Dis. of 
Chest, 23:678, 1953.) 


Ulcerative Colitis in Older People 


OrpINARILY, idiopathic ulcerative colitis is thought 
to be a disease occurring predominantly in the 
second and third decades of life. This concept re- 
quires some modification in view of an experience 
reported by Banks and Klayman. In that experi- 
ence, covering ten years, there were twenty cases 
(10 per cent) in which the disease first appeared 
after the age of 50. The diagnosis tended to be con- 
fused because these patients were older, and 
thoughts of cancer, diverticulitis, or other diseases 
therefore came first to mind. Ulcerative colitis 
seemed to be precipitated in some of these older 
people by gross abuse of cathartics, by use of anti- 
coagulants, by administration of ACTH of cortisone 
for arthritis, or by repeated catheterization of the 
urinary tract. The course of the disease tended to 
extremes—being either remarkably benign or un- 
usually severe and complicated. (New England J. 
Med., 249:91, 1953.) 


Liver Nodules 


ALTHOUGH palpation of the liver is an important 
part of exploration of the abdomen during any lapa- 
rotomy, surgeons are apt to rely upon the size, 
shape, consistency, and appearance of liver lesions 
encountered to determine their nature. Mixter and 
Mixter have deplored this method of analysis as mis- 
leading. They have cited several cases to show the 
fallacy of failing to obtain an adequate biopsy of any 
nodules in question. Such failure is often due to in- 
sufficient exposure of the liver through many of the 
usual types of incision, but they have recommended 
that if the liver is not accessible, a small separate 
incision should be made over it to obtain a biopsy. 

Frequently, in dealing with abdominal neoplasms, 
the type of operation to be performed will be deter- 
mined by the presence or absence of hepatic metas- 
tases. Two cases were cited in which limited resec- 
tions of primary abdominal malignant lesions were 
carried out in the belief that supposedly massive 
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and incurable secondary extension of the tumors 
existed in the liver. Actually, the liver nodules were 
not metastases and a hopeless prognosis was given to 
the patients’ relatives erroneously. 

The authors feel that if isolated metastases are 
present in a single segment of the liver, their extir- 
pation is feasible and justifiable. Since isolated blood- 
borne metastases have been removed successfully 
from the lung, brain, and skeletal system, the auth- 
ors believe there is good evidence to assume that 
solitary metastases also occur in the liver and that 
their removal is indicated if the primary tumor is 
controlled. They stated further that radical proce- 
dures of this type will help a number of patients to 
receive an increase in palliation and that some will 


be cured. (Ann. Surg., 138:230, 1953.) 


Treatment of Frostbite 


NotineG differences of opinion among various in- 
vestigators regarding the effect of anticoagulants 
upon experimental frostbite, Lewis and Moen re- 
investigated the problem. They found that heparin 
did not reduce the extent of muscle and skin 
necrosis after cold injury. They mentioned that the 
rationale for anticoagulant therapy of frostbite is 
based on the assumption that the sequence of 
events is as follows: 

Cold Injury—Vascular Thrombosis—Gangrene 
Their experiments did not support this assump- 
tion, and they presented evidence that vascular 
thrombosis is secondary to tissue necrosis, thus: 
Cold Injury—Tissue Necrosis—Vascular Throm- 

bosis 
They proposed that the vascular thrombosis is “‘a 
secondary and protective mechanism, just as it is 
in other destructive injuries (for example, tuber- 
culous necrosis of the lung).” (Surg., Gynec. & 

Obst., 97:59, 1953.) 


ACTH in Asthma and Emphysema 


Braun and his associates performed pulmonary 
function studies in patients who received intra- 
venously administered ACTH for the treatment of 
bronchial asthma or emphysema. Their studies in- 
dicated that when the ventilatory insufficiency was 
due to an obstruction of the airways, such as is 
seen in bronchial asthma, ACTH was efficacious. 
ACTH reduced the swelling of the bronchial 
mucosa caused by allergic or chronic inflammatory 
changes, thereby diminishing the obstruction. How- 
ever, in cases of long-standing emphysema and 
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fibrosis, in which there was a loss of elasticity and 
other structural changes in the lungs and in the 
thoracic cage, ACTH did not cause any significant 


improvement. (Dis. of Chest, 24:76, 1953.) 


Hypercalcemia of Sarcoidosis 


HypercatceMiA has been reported in 20 to 45 per 
cent of the cases of sarcoidosis in the literature. 
Persistent hypercalcemia results in precipitation of 
calcium in the body tissues, particularly in the uri- 
nary tract in the form of renal calculi or calcinosis 
of the collecting tubules, thereby leading to renal 
insufficiency. Phillips reports a case of sarcoidosis 
with hypercalcemia and renal insufficiency in which 
therapy with cortisone resulted in a return to nor- 
mal of the serum calcium. (New England J. Med., 
248 :934, 1953.) 


Auscultation of the Acute Abdomen 


Guster and his co-workers have emphasized the im- 
portance of the stethoscope in the diagnosis of acute 
abdominal conditions. Auscultation of the normal 
abdomen is extremely variable. Sounds may be in- 
creased by food, drink, air swallowing, drugs, or 
colonic irritations. They are often decreased by star- 
vation, repeated vomiting, or depressant drugs. The 
authors emphasized the importance of a thorough 
knowledge of normal sounds before attempting to 
evaluate pathologic conditions. 

Under pathologic conditions, sounds may be di- 
minished, increased abnormally, or may be absent 
altogether. Infection that is progressing produces 
decrease of peristaltic activity. Silence reigns when 
spreading peritonitis is established. The spillage of 
intestinal contents causes a rapid decrease and ab- 
sence of peristalsis, while partial obstruction results 
in increased peristalsis with abnormal rushes and 
borborygmi. Complete obstruction and strangula- 
tion rapidly leads to silence. 

Small amounts of blood in the peritoneal cavity 
are not very irritating and produce only slight re- 
duction in peristalsis. Large quantities, however, 
produce marked decreases in peristalsis, and finally 
silence with pain and tenderness. Bile is irritating 
and, when free in any amount, produces silence. 
Urine decreases peristalsis in proportion to quanti- 
ties spilled and also to the degree of infection pres- 
ent. Peristaltic variations are produced by trauma 
to the spinal cord, retroperitoneal areas, or chest. 
Blood in the gastrointestinal tract produces in- 
creased peristalsis. 


For proper evaluation, repeated examination of 
the abdomen with the stethoscope is of great value. 
In appendicitis there is little or no alteration in peri- 
stalsis but, as the disease increases, peristalsis de- 
creases. This decrease is first noticeable in the right 
lower quadrant. The abdomen becomes silent when 
peritonitis is established. If a localized appendiceal 
phlegmon is formed, peristalsis returns in rushes 
and the pitch becomes characteristic of mechanical 
obstruction. 

In perforated peptic ulcers a silent abdomen is 
rapidly produced. When peristalsis returns with a 
decrease in pain, the immediate surgical indication 
is passed. Acute hemorrhagic pancreatitis, at the 
onset, is not accompanied by a silent abdomen but 
after twelve to twenty hours, with the onset of ileus, 
the abdomen is very quiet. Pelvic conditions pro- 
duce little change in peristalsis unless infection is 
great or bleeding is present in large quantities. In 
any case of trauma to the abdomen, persistence or 
prompt return of peristalsis indicates the absence 
of serious intraperitoneal injury. (Am. Surgeon, 19: 
708, 1953.) 


Hepatolithiasis 


INTRAHEPATIC calculi are not rare, occurring in as 
many as 24 per cent of patients harboring stones 
within the bile ducts, according to a recent report 
by Hicken and his co-workers. The stones are usu- 
ally of the bilirubin-calcium variety and they may 
vary in size, shape, and consistency. The difficulty 
in making a diagnosis is evidenced by the fact that 
of the thirty-five cases reported by the authors, not 
a single case was recognized preoperatively. As long 
as the calculi remain within the hepatic radicles 
they seldom produce symptoms. However, they oc- 
casionally set up localized irritations which may re- 
sult in fulminating cholangitis or hepatic abscesses. 
The chief menace of intrahepatic stones is their 
tendency to migrate into the common bile duct 
where they can produce the syndrome of biliary 
obstruction. After the removal of stones from the 
common duct at a primary operation the flow of bile 
is so increased that stones are forced down from the 
hepatic radicles into the common bile duct. This 
may account for the fact that a postoperative cho- 
langiogram may outline a normal patent common 
bile duct, but later x-ray studies within a few days 
demonstrate calculi within the common duct. 
Hepatic calculi produce no characteristic clinical 
syndrome. They sometimes remain silent or may 
cause symptoms of biliary colic. The best means of 
detecting their presence is awareness of the possi- 
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bility of their presence on the part of the surgeon. 
Suspicion of the presence of hepatic calculi should 
be aroused if the extrahepatic ducts contain small 
stones, biliary sand, or inspissated bile pigments; if 
one segment of the liver is enlarged, cirrhotic, and 
bile-stained ; or if there are localized liver abscesses ; 
or if calcified shadows appear on the roentgeno- 
grams. 

Stones residing in the enlarged intrahepatic ducts 
can often be extracted by instruments, and biliary 
sand or debris can be flushed out of the hepatic rad- 
icles. The removal of multiple calculi is extremely 
difficult. Chemical dissolution or fragmentation has 
been disappointing. Fifteen per cent of the patients 
reported by the authors required subsequent opera- 
tions because the hepatic stones descended into the 
large bile ducts and produced either painful colic or 
obstructive jaundice. (Am. Surgeon, 19:695, 1953.) 


Toxicity of Isoniazid 


Scumipt, Hoffmann, and Hughes demonstrated that 
the Rhesus monkey tolerates relatively large doses 
of isoniazid for long periods and exhibits no un- 
toward reaction to doses that are lethal for the dog. 
Monkeys could tolerate doses of 20 mg./kg. for more 
than seven months when the dose was administered 
in divided daily doses. The only toxic effect noted 
was convulsions following single oral doses of 80 to 
320 mg./kg. There was a complete absence of tissue 
toxicity. In view of these findings the authors sug- 
gested that it would be desirable to initiate a cau- 
tious appraisal in the human subject of the toxico- 
logic liabilities of substantially larger doses of isoni- 
azid than are being used currently in the treatment 


of tuberculosis. (Am. Rev. Tuberc., 67:798, 1953.) 


Fibrosarcoma of the Breast 


Sarcomas of the breast are not frequent, and fibro- 
sarcomas make up approximately one-half of re- 
ported cases, according to a recent report by Weiner 
and Sala. Fibrospindle-cell sarcomas are divided 
into two types, depending upon whether the lesion 
is primary in the stroma or secondary to a fibro- 
adenoma. Axillary lymphatic glands are only rarely 
invaded, distant blood-borne metastases being more 
common. Fibrosarcomas grow rapidly and often 
reach a large size. 

Although lymph node metastases have been re- 
ported in only about 3 per cent of patients, a case 
reported by the authors demonstrated axillary met- 
astasis and was treated by radical mastectomy. Be- 
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cause of the possibility of such involvement, they 
recommend this type of operation. In the case re- 
ported, a 60-year-old mother of two children devel- 
oped a rapidly growing lesion in the upper outer 
quadrant of the right breast. On examination, a 
large firm mass, irregular in outline, apparently en- 
capsulated, and tender, was demonstrated. It was 
adherent to the pectoral fascia, but the overlying 
skin was free, and the nipple was not retracted. A 
large node was palpable in the apex of the axilla. 
After radical mastectomy with axillary dissection, 
the patient nevertheless died four months later be- 
cause of pulmonary and osseous metastases. (Am. 
J. Surg., 86: 353, 1953.) 


Pancreatic Cysts 


In a discussion of pancreatic cysts, Fallis and Barron 
have divided these lesions into two types; true and 
false. True cysts are those with epithelial lining de- 
rived from the ductal or acinar structures or devel- 
oped entirely within a solid tumor arising from 
them. Among these are congenital cysts found in 
infancy and located in the tail or body of the pan- 
creas. Such lesions are amenable to surgery. 

Retention cysts, caused by complete blockage of 
the external secretory apparatus of the pancreas, 
are usually small. They contain all the external sec- 
retory ferments of the pancreas and are enclosed by 
a thin wall lined by epithelium. These lesions usu- 
ally can be removed completely and must be differ- 
entiated from false or pseudocysts which are best 
treated by marsupialization. 

A third type of true cyst is the degenerate cyst, 
developing in a degenerating new growth. On cut 
surface a honeycomb or sponge-like appearance is 
present, and the tense semitranslucent capsule con- 
tains a well-delineated network of arteries and veins. 
Parasitic cysts are usually of hydatid origin. 

False, or pseudocysts include those due to trauma 
and inflammation. The force required to produce a 
traumatic cyst varies from a single severe blow to 
repeated slight blows. Pseudocysts also develop fol- 
lowing surgical operations, such as gastric resection, 
either primarily from injury to the main ductal sys- 
tem or secondarily due to acute pancreatitis. Such 
inflammatory lesions occasionally develop following 
attacks of acute pancreatitis. 

Clinical symptoms of pancreatic cysts include 
upper abdominal pain, bloating, indigestion, loss of 
appetite, and loss of weight. Biliary tract disease is 
frequently present, and with the appearance of a 
mass in the upper abdomen, the diagnosis can be 
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suspected. About 5 per cent of patients have mild 
diabetes. 

Treatment consists in aspiration, excision, or 
marsupialization. Aspiration should be employed 
only for smaller cysts not lending themselves to 
marsupialization. Excision, the treatment of choice, 
unfortunately is applicable in only a limited number 
of instances and carries a high mortality. 

Marsupialization is a method of treatment of large 
pancreatic cysts and, while not ideal, it is a satisfac- 
tory procedure. Margins of the incised cystic wall 
are sutured to the skin of the abdominal wall over 
as large an area as possible. Final healing, after re- 
peated packing, requires three to six months. 

Enteroanastomosis between pancreatic cysts and 
stomach, duodenum, jejunum, colon, or even the 
gallbladder is a practical method for moderate-sized 
cysts. Utilization of the jejunum is preferable to the 
stomach or gallbladder. Every cyst wall should be 
biopsied to exclude malignancy which is fairly com- 
mon in pancreatic cysts. (Am. J. Surg., 86: 256, 
1953.) 


Intravenous Hypertonic Glucose 


Beat and his co-workers have carried out experi- 
ments to determine the advisability of administer- 
ing solutions of 25 per cent glucose with 5 per cent 
alcohol intravenously to postoperative patients. 
They found that when 25 per cent glucose is given, 
the rate of excretion of urine is not increased above 
that which occurs when 5 or 10 per cent glucose is 
employed providing the solution is given slowly. 
The rate of excretion of urine is not related, appar- 
ently, to the concentration of the solution adminis- 
tered, but more directly to the rate of infusion per 
kilogram of weight per hour. It had been deter- 
mined previously that when the rate of administra- 
tion of glucose does not exceed 0.6 to 0.8 grams per 
kilogram of body weight per hour, little difference 
in the loss of extracellular fluid through the renal 
mechanism would be expected. When the rate of 
administration is increased, the kidney is presented 
with a great increase in solute loading, and a 
marked diuresis, with salt and water loss, will occur. 

Single, one liter infusions of 25 per cent glucose 
with 5 per cent alcohol were administered to pa- 
tients during the postoperative period. The solu- 
tion was given slowly so that one liter required five 
hours for its intravenous administration. Although 
the retention of glucose was slightly less immedi- 
ately after operation than normally, the difference 
was not great. When the solutions were given daily, 
an average retention of 93.8 per cent of the admin- 


istered glucose was observed if the rate did not ex- 
ceed 40 to 60 grams per hour. The authors believe 
that solutions of glucose in these concentrations 
may be a practical source of calories for patients in 
the postoperative period. (Ann. Surg., 138: 203, 
1953.) 


Side-to-Side Intestinal Anastomosis 


Ciawson has reviewed the literature describing the 
complications that follow side-to-side intestinal 
anastomoses. This type of intestinal junction was 
advocated in 1896 because end-to-end anastomosis 
carried a high mortality rate at that time. Later, 
however, it was pointed out by physiologists that 
food passed through the intestine by a process of 
circular contraction above the bolus and relaxation 
below it. In side-to-side anastomosis, the division 
of circular muscle fibers of the intestine makes such 
propulsion impossible and, as a result, food is 
pushed into the inactive part of the intestine, caus- 
ing pressure and dilatation. Numerous previous 
cases have been reported, describing dilatation of 
the proximal blind intestinal end which becomes 
filled with hair and undigested food material. Symp- 
toms include crampy abdominal pain, tiredness, 
nausea, diarrhea, inability to gain weight, and the 
appearance of distention or an abdominal mass. 

Clawson reported the case of a 14-year-old boy 
who had had a resection of nine inches of intestine 
at the age of 4 years because of a large hemangioma. 
The bowel was united by side-to-side small intesti- 
nal anastomosis. Ten years later symptoms of leth- 
argy, fatigue, and pallor developed, together with 
marked anemia. Barium enema and gastrointestinal 
roentgenograms showed one or two widely dilated 
loops of bowel. At operation, although the side-to- 
side anastomosis was found to be patent, the proxi- 
mal limb was greatly dilated, and a chronic ulcer 
was found in it. Resection and an end-to-end ana- 
stomosis was performed. The author recommended 
the end-to-end suturing of intestines wherever intes- 
tinal anastomosis is necessary. (Surgery, 34: 254, 


1953.) 


Pulmonary Tularemia 


HAMILTON reports a case of pulmonary tularemia 
with possible pericarditis. The disease was con- 
tracted from animal detritus with which the patient 
came in contact while cleaning a pet shop delivery 
truck. He was successfully treated with aureomycin. 
The author suggested that pulmonary tularemia 
should be considered in all cases of severe atypical 


pneumonia. (New England J. Med., 248 :1013, 1953.) 
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Information Please 


Prevention of Tetanus 


Q. Have any studies been performed to determine the efficacy of 
penicillin in tetanus prophylaxis? 


A. Until quite recently Clostridium tetani infec- 
tions were not the subject of experimental studies in 
animals, perhaps because during the years when the 
antibiotics came into use other clostridial infections 
of war wounds were creating more anxiety. Prophy- 
lactic immunization had practically eliminated the 
risk of tetanus. The tetanus bacillus is penicillin 
sensitive (Abraham et al., Lancet, 2:177, 1941), but 
200 mg./ml. of purified penicillin has failed to de- 
stroy tetanus toxin when held at 37° C. for six days. 
It is not surprising that massive doses of penicillin 
given intramuscularly and by local infiltration as 
well, soon after symptoms appeared in an experi- 
mentally infected dog, failed to control tetanus 
when antitoxin was withheld. However, penicillin 
in combination with tetanus antitoxin has proved 
of real value in treating tetanus neonatorum, which 
responds poorly to antitoxin alone (Fleming, 
Penicillin, Blakiston, 1946, p. 258). Additional proof 
that penicillin even in moderate doses (15,000 to 
30,000 units every 3 hours) is active has been fur- 
nished. Clostridium tetani could not be cultured 
from the wounds of two patients after twenty-four 
hours of treatment with penicillin (Weinstein and 
Wesselhoft, New England J. Med., 233:681, 1945). 

All these observations have now received experi- 
mental confirmation. Experiments on mice infected 
with Cl. tetani spores suspended in calcium chloride 
solution rapidly developed fatal tetanus. Antitoxin 
administered in a dose comparable to a dose of 
100,000 units for man, before or at the time of in- 
fection, had little value in preventing fatal tetanus. 
Procaine penicillin-G in oil and antitoxin exerted 
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the most effective prophylaxis (Taylor and Novak, 
Ann. Surg., 133:44, 1951). The leads offered by 
these experimental findings have not yet been fol- 
lowed in the clinic. 

In the meantime it is important to emphasize 
that tetanus is a preventable disease. The only 
proven prophylaxis consists in the immunization of 
children, farmers, artisans, and military personnel 
who are likely to be exposed to the risk of contami- 
nation with Cl. tetani. In civilian practice, chemo- 
prophylaxis with penicillin must always be com- 
bined with the usual prophylactic injections of 
tetanus antitoxin in two injections of 3,000 units 
each on the first and on the fifth day of minor, 
grossly lacerated, and contaminated wounds. 


Nephrotoxicity of Mercurial Diuretics 


Q. | have heard that mercaptomerin (Thiomerin) is more nephrotoxic 
than other commonly used mercurial diuretics. Is this true? 


A. As far as clinical studies are concerned, it is 
certainly not true that mercaptomerin (Thiomerin) 
is more nephrotoxic than other commonly used mer- 
curial diuretics. Very complete and thorough renal 
function studies made on mercaptomerin by Gross- 
man and Leiter at the Montefiore Hospital showed 
no indication whatsoever of any toxic effects of this 
drug on the kidney when used in man in the usual 
therapeutic dosage. 

Earlier animal studies done by Dr. Robert Leh- 
man, in the Department of Therapeutics, New York 
University College of Medicine, showed that if the 
dose of mercaptomerin was pushed to the severely 
toxic dose in animals (many times the clinical dos- 
age used in man), mercaptomerin was slightly more 
nephrotoxic than some of the other mercurial diu- 
retics. However, very few of the animals given the 
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other mercurial diuretics survived long enough to 
develop any toxicity, because with the other mer- 
curial diuretics most of the animals died suddenly 
from ventricular fibrillation. It should be pointed 
out that mercaptomerin, even when given in large 
dosages intravenously, did not produce ventricular 
fibrillation, whereas all other mercurial diuretics 
studied did so. In the larger dosages, where damage 
to the kidney does occur, incidence of ventricular 
fibrillation is considerable with the other mercurial 
diuretics but nonexistent with mercaptomerin. The 
animal studies, therefore, have absolutely no bear- 
ing on the clinical use of mercaptomerin as far as 
possible nephrotoxicity is concerned, 


Trichomonas Vaginitis in Children 


Q. What treatment would be used in virgin girls, 3 to 10 years of 
age, with Trichomonas infection? 

A. Trichomonas vaginitis is extremely rare in 
girls under the age of ten, but may occur at the 
time of the menarche. Treatment is similar to that 
used for adults. Suitable suppositories (e.g., Deve- 
gan, Vagisol, Baculin, etc.) may be trimmed to half 
their size with a knife, and inserted intravaginally 
each day by the parent until cure is effected. 


Control of Allergic Reactions 


Q. What long-term treatments are available that are useful in 
reducing the violence of allergic reactions? 


A. Sensitivity which becomes manifest by “con- 
stitutional”” reactions from injections of various 
medications, such as penicillin, insulin, vitamin-B 
complex, etc., can be reduced in severity or entirely 
eliminated by hyposensitization, provided each dose 
administered for this treatment is sufficiently large 
to cause a local edema at the site of injection, and 
not so large as to induce a generalized reaction. 
Sensitivity from inhalation of air-borne materials is 
treated in the same manner. 

Ingestion of certain foods or drugs may also 
cause severe “constitutional” reactions, if extreme 
sensitivity exists. Some believe that temporary 
avoidance of these foods will reduce the degree of 
sensitivity. However, a more effective long-range 
treatment is either ingestion of, or injections with, 
small amounts in increasing doses in the same man- 
ner as described above. Oral desensitization with 
foods and drugs may fail in allergic patients be- 
cause there is a great deal of variability in the degree 
of absorption of these foods from the gastrointes- 
tinal tract. This means that it is impossible to con- 


trol properly the amount of food which is absorbed, 
and allergic reactions may occur throughout the 
course of this treatment. 

Antihistaminics do not reduce the tendency to 
violent reactions, nor is there evidence that corti- 


sone and ACTH have such an effect. 


Fibrous Dysplasia of Bone 


Q. What is the cause of monostotic fibrous dysplasia involving the 
right orbit with proptosis of the eye? Is it progressive and fatal? 
Can injury or infection aggravate the condition? 


A. The cause of fibrous dysplasia (that is, fibro- 
osseous tissue in the interior of a bone area) may be 
regarded as representing a developmental defect. In 
relation to skull bones, one commonly observes that 
the lesion is evolving slowly during childhood and 
adolescence. The condition often becomes stabilized 
after adolescence, but is sometimes progressive. In 
itself, the condition is not fatal. 


Treatment of Arthritis 


Q. In years past, | recall that whole blood was withdrawn from 
a vein to be injected intramuscularly into the donor again at once. 
| believe the purpose was to stimulate a foreign protein reaction. 
It was used in osteoarthritis. 

Is this still considered good medicine? Can you give me any 
references on this subject as it relates to arthritis therapy? Is the 
blood altered or treated in any way before injecting it? 


A. The reinjection of a patient’s blood intramus- 
cularly for the purpose of stimulating a foreign pro- 
tein reaction is no longer considered a useful meth- 
od of treating arthritis. The method was to remove 
the patient’s blood and reinject it without treating 
it in any way or altering its composition. 


Nembutal-Scopolamine Injections 


Q. In the April issue of GP there is an article, “Anesthesia for 
Tonsillectomy Made Easy,” recommending intramuscular Nembutal- 
scopolamine as premedication for anesthesia in tonsillectomies. 
How is the solution prepared? Isn't it irritating? 


A. 1. The Nembutal solution is available through 
regular drug dealers and is supplied by Abbott Lab- 
oratories in 50 cc. multiple dose vials, containing 
50 mg. per cc., and lists at $2.17 each. It is also 
available in boxes of six 5 cc. ampuls at $3.00 list. 

2. A follow up of sixty consecutive cases gave the 
following report regarding pain at the time of injec- 
tion of the mixture of Nembutal solution and hyos- 
cine: 80 per cent no pain; 10 per cent slight pain; 
10 per cent moderate pain; 0 per cent pain reported 
to continue after surgery. 
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Business and Economics 


Your Federal Income Tax 


BY G.A. DONOHUE 


The Gross Income of the General Practitioner 


Tuts is the first of four articles dealing with prob- 
lems which the general practitioner must face when 
he comes to compute his Federal income tax. These 
articles will deal with (1) gross income, (2) deduc- 
tions, (3) the income tax return, rates and exemp- 
tions, and (4) the possibility of reducing future 
taxes by better management of income and ex- 
penses. 

The series will serve as a timely review of a sub- 
ject with which the busy professional man never 
becomes too familiar, but which is of great im- 
portance to him because of the heavy inroads which 
present-day income taxes make upon his profes- 
sional earnings. 


Professional Fees 


The professional income of the general prac- 
titioner is usually easily computed, since it con- 
sists of the fees collected during the year, plus an- 
nual salaries or retainers (if any) from hospitals, 
industrial clients, or others. While, theoretically, 
professional men may compute their income on the 
accrual basis, taking into account fees earned and 
expenses incurred regardless of time of payment, 
in practice nearly all of them employ the simpler 
method of cash receipts and disbursements. Usual- 
ly a complete account of the doctor’s collections 
will be found in the cash receipts book, but a 
search should be made for occasional cash fees 
which may have escaped formal listing and may 
appear only as a notation in the doctor’s engage- 
ment book or some other informal record. These 
records will usually produce the correct total. How- 
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GP begins here an important series of tax articles geared 
for assistance to the general practitioner as income tax 
time approaches. The author, Mr. Donohue, is a tax law- 
yer and senior partner in the firm of Murphy, Lanier & 
Quinn, New York, accountants and auditors. His many 
years of experience with tax problems make him emi- 
nently suited to prepare this series which will deal in 
subsequent issues with tax deductions, the 1953 return, 
and management of income to achieve tax reduction. 
—Publisher 


ever, if the doctor knows that time pressure some- 
times prevents him from making any memorandum 
at all, a review of his engagement book and list of 
patients should enable him to make a reasonable 
estimate of unrecorded collections. 

When a revenue agent suspects a taxpayer of 
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The professional income of the general 
practitioner is usually easily computed. 
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careless record keeping, he sometimes makes a 
rough check of the income shown on the return 
by comparing the taxpayer’s net worth at the be- 
ginning and end of the period and adding to the 
increase the estimated cost of living. Such rough- 
and-ready bookkeeping upon the agent’s part can 
be avoided by keeping proper records. 

While the deductibility by specialists of com- 
missions paid to general practitioners may some- 
times be questioned (see article on deductions in 
next month’s issue), the general practitioner is in- 
variably required to include such commissions in 
his gross income. 


Interest and Dividends 


A doctor seldom has time or opportunity to be- 
come familiar with other lines of business and his 
investments are often pretty much limited to listed 
stocks and bonds. 

Interest on United States bonds is generally 
taxable, but bonds issued prior to the First World 
War (September 1, 1917) are tax-exempt and those 
issued prior to the Second World War (March 1, 
1941) are partially tax-exempt. Interest on state 
and municipal bonds is tax-exempt. 

United States savings and defense bonds (Series 
E, F and J) are issued at a discounted price. A 
cash-basis taxpayer may report the yearly increase 
in value as income for each year, or he may report 
the entire increment when the bond matures. If 
he elects the yearly basis, he must continue to use 
it. 

Stock dividends (paid in stock of the distrib- 
uting corporation) are sometimes taxable and 
sometimes’ tax-exempt. Exceptionally large cash 
dividends sometimes represent a return of capital. 
Investment trusts (regulated investment compa- 
nies) distribute both ordinary and capital gain divi- 
dends, the latter being subject only to the capital 
gains tax. In all these cases, you should be gov- 
erned by the notices sent you by the distributing 
corporation. 


Capital Gains and Losses 


Investments in stocks and bonds are classified 
as capital assets for income tax purposes, and the 
sale of capital assets which have been held for 
more than six months results in long-term capital 
gain or loss, as distinguished from short-term. If 
securities have been sold during the year, these 
distinctions will have an important effect on the 


amount of your tax liability. This effect results, in 
general, from the favored treatment granted by 
Congress to long-term capital gains, presumably to 
encourage investment. 

The special treatment consists primarily of the 
two following provisions: 

(1) A deduction is allowed equal to 50 per cent 
of the net long-term capital gains, and 

(2) The maximum tax on such gains is fixed at 
26 per cent. 

If there has been a number of sales during the 
year, the first step is to separate them into long- 
term and short-term transactions and to determine 
the net gain or loss in each class. The second step 
is to apply the net loss in one class against the net 
gain in the other. If the overall result of the year’s 
transactions has been good, the final result will be 
(1) a long-term gain, (2) a short-term gain, or (3) 
both a long-term and a short-term gain. 

The gain or gains should be included in gross 
income and 50 per cent of the net long-term gain 
deducted. The effect is to tax only 50 per cent of 
the net long-term capital gains. 

If the taxpayer’s income is large, the 26 per cent 
ceiling, applicable to long-term capital gains, comes 
into play. It is applied as follows: 

(1) Compute the normal tax and the surtax in 
the ordinary way, after deducting 50 per cent of 
the long-term capital gains. 

(2) Compute normal tax and surtax without in- 
cluding any part of such gains in gross income. 
Add 26 per cent of the net long-term capital gains. 
This is called the alternative method, which is 
used only when it produces a lower tax. 

As illustration, let us assume that an unmarried 
doctor has $20,000 of professional net income, 
after deductions and exemptions, $2,000 of short- 
term capital gains and $8,000 of long-term capital 
gains. His total net income is $26,000, obtained 
by adding to $20,000 the $10,000 of capital gains 
and deducting $4,000, 50 per cent of the long- 
term capital gains. 

_ The combined normal tax and surtax on $26,000 

is $11,996, which represents the tax computed in the 
ordinary way. Using the alternative method, we 
first obtain a partial tax of $9,356, representing 
normal tax and surtax on $22,000 of professional 
income and short-term capital gain. To this we 
add $2,080 which is 26 per cent of $8,000, the 
long-term capital gain, and obtain a total alterna- 
tive tax of $11,430, a saving of $566. 

It is obvious that the 26 per cent limitation is 
helpful to the man whose large professional income 
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has pushed him into the higher surtax brackets. A 
man with a smaller income would find it cheaper 
to pay normal tax and surtax on 50 per cent of 
the long-term capital gains until he passed the 52 
per cent bracket of combined normal tax and sur- 
tax. Of course, a married man who reported on 
the split-income basis would reach that point much 
later (see article in the February, 1954, issue of 
this magazine). By reference to the tables we find 
that the alternative tax should be computed and 
compared by the following: 

(1) An unmarried man with taxable net income 
(including 50 per cent of net long-term capital 
gains) of more than $14,000 (in excess of exemp- 
tions). 

(2) The head of a household, more than $22,000. 

(3) A married man, more than $28,000. 


The value of the special status accorded to long- 
term capital gains is often very great, and some- 
times leads the tax-conscious business man to 
adopt ingenious procedures designed to convert 
ordinary income into capital gain. But there is a 
penalty attached to the special status of gains in 
that the deduction of capital losses is limited. 

Let us assume that you have $2,000 of net long- 
term capital gains, computed as follows: 


(1) Long-term gain on sale of Astock $ 4,000 
(2) Long-term loss on sale of B stock 2,000 


Net long-term capital gains $ 2,000 
You have $10,000 of short-term capital loss: 


(1) Short-term loss on sale of C stock $12,000 
(2) Short-term gain on sale of D stock 2,000 


Net short-term capital loss $10,000 


GP « December, 1953 


We now apply the long-term gain against the 
short-term loss and obtain an overall net capital 
loss of $8,000. Two special rules apply to the de- 
duction of the net loss: 

(1) Only $1,000 can be deducted from ordinary 
income. 

(2) The balance can be brought forward to each 
of the five succeeding years in turn, applied against 
the capital gains of the later year, and if it exceeds 
them, applied against ordinary income to the ex- 
tent of $1,000. 

These rules apply to both long-term and short- 
term capital losses. The limitation upon the deduc- 
tibility of capital losses applies to short-term losses 
as well as to long-term, somewhat unfairly, since 
the tax limitation applies only to long-term capital 
gains. When an over-all net capital loss is sustained, 
the net amount carried forward is treated as a 
short-term capital loss of the later year, whether 
it was originally long-term or short-term. 

Capital gains and losses ordinarily result from 
the sale or exchange of capital assets. The redemp- 
tion of bonds, whether corporate, municipal or 
government, is treated as equivalent to an exchange, 
and the profit is considered to be capital gain. 

The term “capital assets” includes practically 
all the assets of a doctor, except his office furniture, 
fixtures and equipment and the building (hospital 
or clinic) in which he practices, if he happens to 
own it. These are subject to a special rule, under 
which the gains upon sale are treated as capital 
gains and the losses as ordinary losses, deductible 
in full from ordinary income. Capital assets do not 
include stock in trade, but this provision would 
not ordinarily be of interest to a doctor. The re- 
cent exclusion of copyrights and literary composi- 
tions now prevents authors from obtaining the 
benefit of the capital gain rate. 
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Sale of Real Estate 


Many doctors own their own homes, and some 


buy real estate as an investment in preference to 
stocks and bonds. 

The sale of a doctor’s residence, which is of 
course a capital asset, may, and in these days of 
inflated prices, probably will result in capital gain. 
Congress has decided, however, that if the taxpay- 
er has to spend the entire proceeds in the pur- 
chase of a new home, he is in no position to pay a 
capital gains tax. Under a special rule the gain will 
not be recognized for income tax purposes if— 

(1) The taxpayer acquires a new home and uses 
it as his principal residence within one year be- 
fore or after the sale of the old residence, or 

(2) He starts to build a new home within one 
year before or after the sale and makes it his prin- 
cipal residence within eighteen months after the 
sale. 

As illustration, let us assume that Dr. Brown 
paid $10,000 for his home in 1937 and sold it for 
$20,000 in 1953. During 1953 Ke bought a new 
residence for $25,000. None of the $10,000 gain on 
the sale of the old home would be recognized, be- 
cause the new home cost more than Dr. Brown got 
for the old. The basis for computing the gain on a 
future sale of the new house would be only $15,000, 
however, since the cost of $25,000 would be.re- 
duced by the $10,000 of gain not recognized in 
1953. 

If Dr. Brown had been able to buy a new house 
for $18,000, $2,000 of the $10,000 profit on the 
sale of the old house would be recognized and 
taxed, since he did not need all of the $20,000 
selling price to acquire the new residence. The 
basis of the new house would be $10,000, the 
$18,000 cost being reduced by the $8,000 profit 
not recognized. 

If the doctor buys real estate for investment, its 
tax status will depend upon whether it is vacant 
land or improved property. If he buys lots in a 
new subdivision, these are capital assets, and if he 
has held them for six months, the profit on the 
sale will be taxed only at the reduced rates ap- 
plicable to long-term capital gains. Any loss will 
be a capital loss, deductible only subject to the 
limitations already described. 

If he buys rental property, a special rule applies. 
The property is classified not as a capital asset but 
as real estate used in trade or business, i. e., the 
business of owning and operating real estate. Un- 
der the special rule, the profit on the sale of prop- 


erty is taxed the same as capital gains, but any 
loss is treated as an ordinary loss deductible in full 
from ordinary income. This is the same rule al- 
ready referred to in connection with the doctor’s 
furniture, fixtures and equipment, and the build- 
ing in which he operates, if he happens to own it. 


Insurance and Annuities 


Life insurance is probably the most universal 
form of investment among doctors, primarily be- 
cause of the protection it affords the doctor’s fam- 
ily. Policies of the endowment type, which pay off 
during the doctor’s lifetime, also have a substantial 
investment value. The amount received in excess 
of the premiums paid is subject to normal tax and 
surtax, not to capital gain rates. So-called life in- 
surance “dividends” are treated for tax purposes 
as a reduction of the premiums, and are not tax- 
able, whether applied against the premiums or 
received in cash. 

It is of course well known that the proceeds of 
an insurance policy paid by reason of the death of 
the insured are not taxable to the beneficiaries. An 
exception is made if the beneficiary bought the 
policy from the insured, as is sometimes done for 
estate tax reasons, and in such cases the benefici- 
ary is taxable upon the full amount of the proceeds 
in excess of the purchase price. 

If the proceeds are left at interest with the in- 
surance company after the death of the insured, 
the interest is taxable to the beneficiary. A note- 
worthy point, however, is that installment pay- 
ments of the proceeds are tax-exempt, although a 
part of the installments is obviously equivalent to 
interest. 

For example, assume that Dr. Brown insures his 
life for $20,000 in favor of his wife and she re- 
ceives the full amount upon his death. If she in- 
vests this sum in defense bonds, the interest will 
be taxable to her. But if the insured has elected 
(or even if the option were exercised by the wife 
after his death) to take the proceeds in twenty 
annual installments, these payments would include 
a very substantial amount for the use of the money 
over the twenty-year period, no part of which 
would be taxable. 

Health and accident insurance benefits are non- 
taxable. 

Annuities are another favorite form of invest- 
ment among the medical profession. When the 
annuity becomes payable, an amount equal to 
three per cent of the total cost is considered tax- 
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able income, presumably upon the theory that 
three per cent represents the earnings of the fund. 
The excess of the annuity over three per cent is 
not taxable until the entire cost has been recovered. 

The operation as well as the unsatisfactory 
nature of this treatment may be shown by an illus- 
tration. At the age of 37, Dr. Brown enters into 
an annuity contract to pay $100 a month and to 
receive $160 a month at maturity at the age of 60. 
In twenty-three years he pays in $27,600, three 


Medical Coverage Shows Big Increase 


AssuRANCE of payment of doctors’ bills is revealed 
in the announcement by the Health Insurance 
Council that the American people voluntarily in- 
creased their protection against unexpected costs of 
hospital, surgical and medical care to new record 
high levels in 1952. The Council surveyed insur- 
ance companies, Blue Cross, Blue Shield, various 
independent plans in business and industry, em- 
ployee benefit associations, and private group 
clinics. 

Approximately eight million more persons were 
protected against doctors’ bills than in 1951, ac- 
cording to this survey. The increase brought the 
number of persons so protected to nearly 36 mil- 
lion, and represented an increase of 29 per cent 
1951. Ninety-two million persons were 
covered against hospitalization at the end of 1952, 
and more than seventy-three million went under 
surgical expense coverage, increases of five and a 
half, and seven and a half million persons, re- 
spectively, over the year before. 

The increase is general around the country, 1952 
cash benefits amounting to more than two billion 
dollars. About half this amount went for hospital- 
ization costs; over a half billion more for opera- 
tions and doctors’ bills; and another half billion for 
benefit payments by insurance companies to replace 
income lost because of accident or sickness. These 
amounts add up to the fact that voluntary health 
protection is now taking care of a substantial part 
of the nation’s health bill. That the protection is 
complete is evidenced by the fact that thirty-eight 
million Americans took out protection in 1952 
against loss of income due to illness, a new record 
high. 

Coming up in public favor is major-medical ex- 
pense coverage, the newest form of voluntary health 


over 
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per cent of which is $828. At 60 he begins to re- 
ceive $1,920 a year, of which $828 is taxable and 
$1,092 is considered to be a recovery of cost. In 
order to recover his full cost he would have to live 
twenty-five years, and the mortality tables give 
him a much lower expectation. Amendments are 
now being considered by Ways and Means Com- 
mittee which would afford the annuitant a better 
break with respect to the taxable portion of annuity 
payments. 


Thirty-six million Americans are 
now protected against doctor bills. 


protection, designed to help meet the often cata- 
strophic costs of long or serious illnesses. By 
January 1, 1933, 700,000 persons had this form of 
protection. Major-medical expense coverage takes 
up where customary forms of health protection— 
hospital, surgical and medical care—leave off. 
It provides maximum benefits ranging from $2,500 
to $10,000. This maximum may apply to any one 
illness, to any one family member, or to the total 
payable in any one year. To keep the cost of this 
protection down, it’s written with a deductible 
feature, like automobile collision insurance. Through 
co-insurance, it makes the insured responsible for a 
share of the costs of care above the deductible 
amount, thus encouraging the use of only such 
health services as are really needed. 
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“We should attempt complete coverage by bringing 


in 14 million persons now out of the program.” 


“From now on, the old-age tax and trust accounts, while maintaining the contributory principle, 
should be handled more nearly on a pay-as-you-go basis.”°-—PRESIDENT EISENHOWER 


Social Security — How Much? 


In the interest of clarifying both sides of the Social Se- 
curity picture, GP reprints here in full, with permission, 
an article originally published by the Chamber of Com- 
merce of the United States in a special number of their 
Washington Legislative Daily. The American Medical As- 
sociation disagrees with the point of view of the Chamber 
of Commerce on this public issue, and has presented its 
point of view in recent issues of the J.A.M.A. 

—Publisher 


“The idea that the ‘federal pension’ plan is real insurance is a fake after all, for actually it is 
simply another federal activity. I think it would be far better to have a pay-as-you-go system, to 
pay a minimum pension to everybody and grade the pension upon the basis of the income that has 
been received during active life and on which payroll! taxes have been paid.”—SENATOR ROBERT A. 


Tart 


haps next year—how to revamp the federal social 
security programs which it originated in 1935. 

At that time, the country was sold, basically, on 
this two-point program: 

(1) People should start paying special social 
security taxes to provide retirement benefits (Old- 
Age and Survivors’ Insurance—OASI) which they 
would receive without an investigation of need. 

(2) To take care of the immediate needs of el- 
derly persons who had not had a chance to con- 
tribute to their own pensions, direct relief payments 
(Old-Age Assistance—OAA) should be made to 
them by the states, with half the costs borne by 
federal grants to the states. 

But— 

(1) Social security taxes paid by persons now on 
the rolls cover only a minute portion of the costs of 
their benefits. The $18 billion paid by everyone to 
date will not cover the costs of benefits to those 
now on the rolls. These token tax contributors 
presently receiving benefits will get over $18 billion 
of other people’s social security tax money. On the 


Concress will have to decide sooner or later—per- 


other hand, OASI benefits would be denied to all . 
the other millions of aged who were not lucky 
enough to pay social security taxes. 

(2) OAA relief payments, designed initially to be 
only temporary, not only have continued but have 
increased. They now cost the taxpayers over $1.5 
billion a year. 

(3) The OASI tax rates and benefit rates, set up 
in the basic 1935 law, frequently have been revised 
and amended by Congress. Doubtless there will be 
further revisions. Nobody can know with certainty 
what his social security taxes or benefits will be. 

(4) Coverage under OASI is not complete— 
much employment is still exempt from OASI, and 
persons who shift into exempt employment may 
impair or lose their prospective OASI benefits. 

(5) Payments from the federal government to 
states for OAA have been repeatedly liberalized and 
many states have liberalized their own standards. 

Remedial steps are imperative both in OASI and 
OAA to achieve an effective social security program 
for the aged and to eliminate the capriciousness, 
inequities, and wastefulness of the present program. 
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Revisions Proposed 


To rectify the present situation, chambers of 
commerce and trade associations, acting through 
the Chamber of Commerce of the United States, 
adopted, by a 16 to 1 vote, the following declaration 
of principle: 


FEDERAL SECURITY PROGRAM FOR THE AGED 


‘Experience now demonstrates that adherence to 
the basic purpose of a sound social security pro- 
gram for the aged requires: 


**(a) Adoption of a reasonable plan, in lieu of 


federal grants for old-age assistance, to extend im- 
mediate protection under the old-age and survivors’ 
insurance system to the present unprotected aged; 
and 

**(b) Periodical adjustment of the equal taxes on 
employer and employee and the tax on self-em- 
ployed to support benefit disbursements on a cur- 
rent basis.” 

Basically, this means four things: 

1. Provide basic OASI benefits to all aged retired 
persons. This would end the present exclusion of 
over 4,000,000 persons over 65 from OASI protec- 
tion. 

2. Attain complete coverage by repealing the 
present tax exemptions and bringing all gainfully 
employed under the program. After 18 years, 12 to 
14 million persons now working still remain out of 
the program. Major groups not covered include 
farmers, most professional people, such as doctors 
and lawyers, and most public employees. 

3. Finance benefits on a current, pay-as-you-go 
basis so that each year’s cost of social security can 
be seen in the year those costs are incurred. 

4. End federal control of, and federal contribu- 
tion to, state relief programs for the aged, by termi- 
nating federal grants for old-age assistance. Federal 
OASI coverage of the presently unprotected aged 
will immediately bring all retired aged into the 
OASI system and eliminate any further justification 
for federal grants to state old-age assistance pro- 
grams. 


Eisenhower Concerned 


Shortly after President Eisenhower was inaugu- 
rated, he and his Congressional leaders prepared a 
legislative program for the current session. One 
point called for expansion of coverage under the 
OASI program. 

When Mrs. Oveta Culp Hobby became Secretary 
of the new Department of Health, Education and 
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Richard L. Bowditch (left), president of the Chamber 
of Commerce of the United States, and Dr. Edward J. 
McCormick, president of the A.M.A., head two organiza- 
tions which clash on the issue of Social Security coverage. 


Welfare, she created an advisory committee to help 
her with recommendations to Congress on this 
point. 

Meanwhile, the House Ways and Means Com- 
mittee, in whose jurisdiction this subject falls, con- 
sidered the problem so important that it created a 
subcommittee to review thoroughly the entire social 
security program. 

In March, the late Senator Taft took cognizance 
of the deficiencies in social security. He said: 

‘As I look back over the twenty years of the 
Roosevelt Administration, I have warned against 
many socialistic plans that were attempted, but I 
think perhaps the greatest advance toward social- 
ism that was actually made was the establishment of 
the Federal Old-Age and Survivors’ Insurance 
Program. 

*T think it put the federal government into a field 
where it did not properly belong. 

‘But it is there. 

“I hope that we may revise the program so as 
simply to recognize that it is an exception to our 
present principle. I hope we may set up some kind 
of a dollar pay-as-you-go federal pension system, 
simply recognizing that the question of old-age pen- 
sions is a peculiar matter which will be dealt with 
and dealt with directly.” 

Then on May 20, President Eisenhower told Con- 
gress that social security should be “handled more 
nearly on a pay-as-you-go basis.” Specifically, he 
asked Congress to continue the present old-age in- 
surance tax at the rate of 1% per cent each on the 
employer and employee. The present law calls for 
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the tax to rise to 2 per cent next January 1. Congress 
took no action. 

Just before Congress recessed for the summer, the 
President recommended that Congress bring an ad- 
ditional 10,500,000 persons under the social security 
program. Chairman Reed (R-N.Y.) of the Ways and 
Means Committee introduced legislation to carry out 
the President’s recommendations. 


Background 


Public opinion respecting the aged was reflected 
early in the private establishment of old peoples’ 
homes and eventually in the development of federal 
military pensions, federal and state civil service re- 
tirement pensions and state programs for needy 
aged people. The first federal pension legislation for 
the aged occurred more than a century before the 
Social Security Act. Congress then provided pen- 
sions for needy Revolutionary War veterans. 

As Civil War pensions declined after the turn of 
the century, states slowly adopted old-age pension 
laws, with benefits based on the recipient’s economic 
situation. Opinion was not unanimous that pro- 
grams for the aged should be so limited. 

Before the depression of the Thirties, people be- 
lieved that old-age assistance and other welfare pro- 
grams were a matter of local rather than federal 
responsibility. 

As the depression deepened, the federal govern- 
ment moved into the picture, on an emergency basis. 
The emergency gave rise to the Federal Emergency 
Relief Administration, the Works Progress Admin- 
istration, the National Youth Administration, and 
the Civilian Conservation Corps. The psychology 
was developed that broad areas of destitution had 
become of such national interest as to require na- 
tional programs. 

The increasing drain on the fiscal resources of 
states, a propagandized distrust of free enterprise 
and the overnight popularity of schemes like the 
Townsend and “ham and eggs” plans, paved the 
way for acceptance of the concept of federal “social 
insurance” asa relatively conservative solution of the 
newly-assumed federal responsibility for welfare. 

As visualized in 1935, “social insurance” protec- 
tion of the aged was to be achieved only gradually. 
The immediate situation was regarded as of such 
great national importance as to justify federal grants 
to defray half the costs of old-age relief under state 
programs. 


So Congress enacted a payroll tax-supported pro- 
gram of old-age benefits, (which, in 1939 was ex- 


panded and named Old-Age and Survivors’ Insur- 
ance—OASI) and also established federal grants for 
state old-age assistance programs (OAA). The first 
was to be permanent, the second was to meet the 
immediate situation. 

The original justification for OAA has largely dis- 
appeared but the grants have been repeatedly liberal- 
ized and the program has become progressively more 
expensive. Increases in both OASI recipients and ex- 
penditures have not been accompanied by the ex- 
pected decrease in OAA recipients and expendi- 
tures. 

Some state OAA programs reflect a predominant 
local approval of the general idea that old persons 
should receive large pensions. That means large 
expenditures. Other states lean toward the idea of 
providing only necessary relief, and those programs 
are limited to needy old persons who have no re- 
sponsible relatives. 


Present Weaknesses 


The basic weaknesses in the present federal pro- 
gram are: (1) incomplete OASI coverage, and hence 
an excuse for (2) the federal grants for state old-age 
relief and (3) unrealistic financing. 

(1) Incomplete coverage and the capricious and 
inequitable rules for granting or denying benefits 
have always constituted one of the fundamental 
weaknesses of the social security plans for protection 
of the aged. In fact, the attainment of a sound and 
equitable program based upon the contributory ap- 
proach is conditioned on eliminating present tax 
exemptions. There have been set up groups of ex- 
cluded citizens who are exempt from OASI taxes and 
are denied the benefits of the federal system even 
though they, too, are workers, taxpayers and voters. 

About two out of five jobs were exempt from OASI 
before 1950 even though some 35,000,000 were cov- 
ered. 

In 1950 Congress expanded OASI coverage to 
some 10,000,000 of these exempt jobs, but still left 
several million others out of the system. It loosened 
the benefit eligibility rules, but still excluded some 
4,000.000 to 5,000,000 of the present retired aged. 

The Senate Finance Committee. which has made 
extensive studies in the field, warned at that time: 

‘Unless the insurance system is expanded and im- 
proved so that it in fact offers a basic security to re- 
tired persons and their survivors, there will be a 
continual and nearly irrepressible pressure for put- 
ting more and more federal funds into the less con- 
structive assistance programs. We consider the as- 
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“SOCIAL security | 


“Social security taxes paid by per- 
sons now on the rolls cover only a 
minute portion of their benefits.” 


sistance method to have serious disadvantages as a 
long-run approach to the nation’s social security 
program. We believe that improvement of the Ameri- 


can social security system should be in the direction 
of preventing dependency before it occurs, and of 
providing more effective income protection free from 
the humiliation of a test of need.” 

As long as millions are excluded from coverage, 
some persons will move into and out of exempt work 
and will thereby reduce or lose their OASI protec- 
tion. Thus, protection is capricious, uncertain, or 
entirely lacking for millions who cannot so regulate 
their work opportunities as to stay regularly covered 
by the system. 

(2) Federal relief grants inherently pose a number 
of dangers. 

For example, federal aid for assistance under wel- 
fare programs is a powerful device through which 
socialistic centralization of power in the federal 
government can be effectuated. With federal aid go 
federal controls. . 

Then, too, federal grants open the door for politi- 
cal and bureaucratic pressures for unjustified expan- 
sion of federal participation in assistance programs. 
The assistance programs constantly are in a position 
of contesting for supremacy with OASI. An increase 
in the amount of one type of benefit brings pressure 
for an increase in the other. 
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In addition, the grant program promotes irre- 
sponsibility in state legislative actions and state and 
local administration of assistance programs. One of 
the basic rules of government is that when responsi- 
bility for the spending of public funds is divorced 
from the tax levying responsibility, laxity in spend- 
ing is invited and encouraged. 

A state legislator has pressures to be liberal in the 
field of OAA. In the case of programs like education, 
he has the responsibility of facing the fiscal conse- 
quences. But in the case of OAA, he is prone to 
liberalize without facing the full tax consequences 
of his act. 

(3) As for financing of OASI, there has been end- 
less confusion as to the nature and purpose of the 
trust fund (which now is about $18 billion) and its 
relation to the payroll taxes and benefit commit- 
ments. 

About two years ago, the “trustees’ report” to 
Congress pointed out that the trust fund amounted 
to about 44 times the highest annual expenditure 
expected during the next five years. But, the trustees 
did not report to Congress whether the fund was 
unduly large or unduly small. By insurance com- 
pany standards of “accrued liability,” a reserve of 
more than $150 billion, rather than $18 billion, 
would represent OASI benefit obligations to date— 
the $18 billion is less than sufficient to pay all those 
presently on the rolls. But by its very nature, the 
system’s benefits are based on the program’s social 
purpose and not on a premium purchase basis. 

Social security tax rates, both as set up in the 
original 1935 act and as revised by Congress, are al- 
most certain to be changed again. No one can be 
sure of future costs. 

This is shown by the facts (a) that the rates 
have been set on the basis of arbitrarily taking the 
mid-point of a wide range of possible costs, (b) 
that every cost estimate to date has shown wide 
variances from prior estimates, (c) Congress has 
been uncertain about the tax rate. 

Here is a table showing actual trust fund opera- 
tions through 1952, and one of the later estimates of 
prospective operations of the trust fund. 


(IN MILLIONS OF DOLLARS) 


funds at 
end of period 


net increase 


income disbursements in fund 


1937-1952 26,067 8,625 17,442 
1953 4,250 2,915 1,335 
1954 5,650 3,365 2,285 
1955 6,225 3,740 2,485 
1956 6,650 4,065 2,585 
1957 7,000 4,365 2,635 


17,442 
18,775 
21,060 
23,545 
26,130 
28,765 
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Protection—Three Parts 


Security for old age must be considered in three 
parts. 

First, individual saving which is solely determined 
by the individual himself and fashioned to meet his 
particular desires and circumstances. 

Second, joint action of employer and employee to 
meet the particular needs and desires of various 
groups, as in some 14,000 private pension plans. 

Third, a minimum floor of security provided 
through the operation of a well administered and 
universal pay-as-you-go public program. 

The National Chamber’s new federal security pro- 
gram will implement this third point. 

Here’s how it would work: 

CoveracE. All the present retired aged including 
those unprotected by OASI, Railroad Retirement, 
civil service, etc., would qualify for OASI. With uni- 
versal work coverage, accomplished in some cases by 
integration with existing programs, the future aged 
would qualify. 

Benerirs. OASI benefits would remain at their 
present levels, though perhaps with some limited in- 
crease in minimum benefits from the present $25 per 
month. Present unprotected aged would receive the 
minimum. 

Contrisutions. The present tax schedules for 
OASI would be maintained, subject, of course, to 
cost experiences in the years ahead. 

Cosr. Long range costs would not be materially 
different from the present plan. Costs in the near 
future would be substantially higher, but these would 
taper off rapidly as the present unprotected aged 
disappear from the rolls. Universal work coverage re- 
duces the payroll tax rate required to support bene- 
fits under the present limited coverage system. 

OAA. Federal grants for support of old age relief 
would end. The states undoubtedly would continue 
their own relief programs. These, however, would 
tend to be reduced because of the expanded OASI 
benefit coverage. 

Reserve Funp. Would be kept as at present—a 
“cushion” against the possibilities of either a drop 
in payroll tax revenue, or an increase in payments 
—which might result from an economic recession. 


Summary 


A quirk in the social security laws deprives nearly 
5,000,000 elderly Americans of any social security 
benefits unless they can qualify for public charity. 

No automatic social security checks for them. 


They must pass a “means test”’ ; they must have their 
affairs examined by social workers. 

In contrast to 4,200,000 others of comparable age, 
who, by good fortune and happenstance of birthday, 
receive automatic social security checks, today’s un- 
protected aged must be carried on “relief rolls.” This 
situation the National Chamber proposes to correct. 

The National Chamber would put all of the re- 
tired aged under social security without regard to 
whether they have paid the token social security 
taxes or not. 

Is this fair? Is it fair to those who have paid or are 
now paying social security taxes, to blanket in those 
persons who have not paid social security taxes? 

What are the facts? 

The facts are that: 

1. While many would receive OASI benefits with- 
out having paid into the fund at all, present bene- 
ficiaries of OASI have not paid their own way 
either. Nobody has paid more than a small fraction 
of the premium costs of their benefits. As much as 
99 per cent of many OASI beneficiary’s benefits are 
paid for by other taxpayers. 

2. By 1950 amendments in the laws, Congress 
changed the definition of “insured” and gave benefit 
protection to about 750,000 elderly persons who, up 
to that time, were also unprotected. Under this 
change, these individuals were permitted to qualify 
for substantial annuities. No question has been 
raised as to the propriety of paying these people 
benefits, nor has anybody been able to defend pay- 
ing benefits to individuals who have paid $5 in social 
security taxes and denying benefits to others who 
would like to pay the $5 but are not permitted to 
do so. 

3. The 1950 amendmerts also increased the bene- 
fits of all persons then on the beneficiary rolls. These 
increases also had to be paid for from taxes levied 
on the currently employed. No one questioned the 
propriety of this action. These amendments qualified 
some newly covered persons for the highest benefits 
paid under the system after only 18 months’ cover- 
age. 
4. Again, in 1952, Congress revised the benefit 
formula so everyone again received an increase. 

5. Acturial studies Numbers 26 and 31 published 
by the Federal Security Agency (now the Depart- 
ment of Health, Education and Welfare) clearly in- 
dicate that as a group those individuals who have 
paid and are now paying social security taxes have 
received at least as much survivor benefit protection 
as their contributions are worth. They thus have no 
special equities as against the present age. 
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The present law in effect commits future taxpayers 
to provide protection to the current producers, but 
allows the present producers to escape this same 
responsibility to a large percentage of the current 
aged. 

Does the present generation of producers really 


What Others Are Saying ... Wake Up! 


Let’s admit it! As a group, the doctor is in the public’s 
dog house. And the darkest corner of all is inhabited 
by our own A.M.A. If you have some doubts about this 
just read any daily paper or nationally circulated mag- 
azine. 

Yet as an individual, the doctor is still a venerated 
soul. Great numbers continue to have faith in him and 
seek his advice, his skill and his art. Surveys such as 
that conducted in Decatur (Macon County) emphasize 
this fact. Nearly everyone loves his own doctor. At 
least he respects him. 

But as a group—what is wrong with us? Our accusers 
feel that we are too concerned with our own selfish 
interests. Money, especially large fees; no night calls; 
no house calls; long vacations; days off for golfing; and 
expensive automobiles are said to be our main pre-occu- 
pations. We stand accused of being conservative fuddy 
duddies, still living in the gay nineties, and unaware of 
social progress. Some even add to all this the sentiment 
that we are not interested in preventing illness nor in 
getting patients well quickly. 

And all this in the face of our reaching the golden era 
of medicine. As of 1953 we have helped or been the 
major factor in adding years to life’s expectancy, have 
brought many infectious diseases under complete con- 
trol, have made childbirth safe, have greatly reduced in- 
fant deaths, have enlarged the surgeon’s realm toward 
unhoped for successes, and have even lessened the 
tragedies of war. 

With all this tremendous increase in the health of 
our community, why should we physicians stand ac- 
cused? Perhaps the motivating factors are deep sub- 
conscious ones? More likely it is truly our fault. Even 
the greatest of prophets was completely misunderstood. 
Let’s admit it! We are not experts in public relations. 
Let us accept the truth, but above all, wake up, and do 
something to change this deplorable state. 

Where do we start? Right in your office and my 
office. Right in your hospital and my hospital. Right in 
your town and my iown. When do we start? Now! 

The essence of good medical public relations is to 
see a sick person promptly when called, to relieve pain 
as quickly as possible, to leave no stone unturned to 
make an accurate diagnosis, and to get him well as fast 
as God’s will will permit. During this time it is our 
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want to dodge this responsibility to their fathers and 
their mothers while loading a responsibility on their 
children? The Chamber’s proposal is relatively 
simple. It recognizes that discrimination among 
groups of citizens has no place in a public-purpose 
program such as social security. 


obligation to remain humble, sympathetic, understand- 
ing, and steadfast in one’s duty, and charge a reasonable 
fee. The actual performance of such Hippocratean acts 
by almost 100% of our profession is the reason why the 
individual doctor is held in such high esteem. Loud 
talking and bellicose shouting about the less than one 
per cent who fail place the group in jeopardy. 

Let’s clean house! We have grievance committees in 
each county. See that they are active. See that they give 
both patient and doctor a square deal. Don’t sit back 
when a colleague is in error. Talk to him, straighten 
him out. Stick up for what’s right. There can be only 
one set of ethics. Help uphold our principles. Bring the 
detractors to justice. To do this we don’t need the help 
of the newspapers, radio, or allied medical organizations. 
Let’s rehabilitate our family delinquents ourselves. It’s 
when we fail to do this that someone runs to the public 
courts. Let’s not waste our energy fighting individuals 
and groups who shout at us. Let’s use this energy in 
correct curative action. 

Let’s work together. Our Illinois State Medical 
Society has an excellent public relations committee 
headed by a vigorous fighting chairman who knows and 
understands the problem. But he can’t do it alone. At 
our last annual state meeting he arranged two excellent 
symposiums on public relations. One even included a 
free dinner. And yet only a handful of doctors attended 
the conferences. How can our big brass function if we 
sit around and fail even to cooperate? If you have read 
this far, there is hope. Get busy, go to your county 
society meetings. If you can’t do anything else to help, 
gripe and complain. At least show your interest. Better 
yet, in a purely scientific manner reason our excuse 
for a “poor press” and work on constructive helpful 
ideas. 

Let’s tell the story —Why wait for our public relations 
committees to do all the job? Speak up whenever you 
can about our successes. Tell about our A.M.A. and 
our Illinois State Medical Society. Describe our annual 
conventions. Talk about our TV and radio programs. 
Recognize our faults and tell what we are doing to elim- 
inate them. 

And above all let each of us continue to keep his 
ideals high, his ethics pure, and his patients’ welfare 
paramount.—Illinois Medical Journal, October, 1953. 
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Trends and Events in the Nation’s Capital 


Dr. Berry To Succeed Dr. Casberg? 


AUTHORITATIVE word—but still unofficial, as of the 
first of November in the National Capital—is that 
the successor to Dr. Melvin A. Casberg as Assistant 
Secretary of Defense for Health and Medical Affairs 
will be Dr. Frank Berry, of New York City. 

First to hold that position, Dr. Casberg is resign- 
ing from government at the end of this year to enter 
the private practice of surgery in California. His 
prospective successor is professor of clinical surgery 
at Columbia University College of Physicians and 
Surgeons. He is 62 years old and an Army veteran 
of World War II. 

In order to facilitate Dr. Berry’s embarkation 
upon his duties, Secretary of Defense Charles E. 
Wilson is expected to appoint him as a special as- 
sistant in the next few weeks. Then soon after Con- 
gress convenes in January, President Eisenhower 
will send Dr. Berry’s name to the Senate for con- 
firmation as an Assistant Secretary. Prompt ap- 
proval is anticipated. He is a college classmate of 
Senator Leverett Saltonstall, chairman of the Armed 
Services Committee, which will take up Dr. Berry’s 
nomination. 


Antibiotic Research Under Way 


The virtues, hazards, and therapeutic efficacy 
of antibiotics were thoroughly canvassed at a 
three-day symposium held in Washington, October 
28-30 under auspices of Food and Drug Admini- 
stration and the journal Antibiotics and Chemotherapy. 
One hundred and two scientific papers were pre- 
sented, a large portion of them on clinical trials 
with experimental antibiotics. 

With proper organization and direction, the coun- 
try’s general practitioners could be of invaluable 
service in compilation of data on toxicity and anaphy- 
laxis, the symposium was told by Dr. Ethan Allen 
Brown, of Boston. What he suggested was this: 
“The general practitioner rarely will write pa- 


pers. We can, however, draw on his vast experience 
with all types of patients and disorders, and in 
fact, easily write his papers for him. All we need is 
that added slip of paper to be enclosed with every 
single or multiple dose of each antibiotic. We en- 
list his help, asking him to send us identifying 
initials, the age and sex of the patient, the probable 
diagnosis of the disorder treated, the dosage em- 
ployed, the previous antibiotic taken, the allergic 
background, if any, and the reactions experienced. 

Such available information on one patient in 
ten, or perhaps on one in a hundred, would give 
us more case reports than will all cases of the litera- 
ture combined, and help us establish a pattern of 
reactions in a matter of weeks or months. Such 
data, tabulated by the manufacturer, by the A.M.A., 
or the Food and Drug Administration, or the edi- 
torial staff of Antibiotics and Chemotherapy, could be 
checked and made the subject of bulletins which 
would tell every physician everywhere what to ex- 
pect. 

To recapitulate, we need immunological and 
anaphylactic studies at the manufacturers’ level. 
We must assure complete and statistically valid 
data at the clinical investigators’ level. We must 
learn patterns of response at the general practition- 
ers’ level, all correlated by a single governing body 
or group. 

“If we who know why and how to act fail to do 
so, those who do not know how and why will, 
nevertheless, act and flounder. And this is the 
exact state in which antibiotic therapy stands 
today.” 

Dr. Brown’s was but one of several papers which 
deprecated the lack of knowledge on side reactions, 
criticized “shot gun therapy” and warned against 
overusage of certain antibiotics, notably penicillin. 
Dr. Perrin H. Long of New York City observed that 
while penicillin deaths are few in comparison with 
this drug’s enormous utilization, even these statis- 
tically insignificant fatalities are preventable. 


GP « Volume Vill, Number 6 


: 
— 
; 


Physicians positively should refrain from pre- 
scribing penicillin for patients with bronchial asthma 
or other illnesses with allergenic implications, said 
Dr. Long. Too, they should be on guard when pro- 
caine penicillin is used, since some individuals may 
well be sensitive to the procaine, if not to the anti- 
biotic. 

“If careful consideration is given,” he said, ‘‘to 
the circumstances surrounding sudden deaths due 
to an anaphylactic reaction to penicillin, but one 
conclusion can be reached. Such deaths are gener- 
ally preventable and will not occur if physicians 
constantly give attention to the reactors which are 
concerned in the production of anaphylaxis to 
penicillin.” 

Of the newer antibiotics upon which results of 
clinical trials were reported, the one showing most 
early promise is tetracycline. This is a broad spec- 
trum drug, closely related to Aureomycin and Ter- 
ramycin and which, according to findings of labora- 
tory and clinical investigators, produces virtually 
none of the gastrointestinal reactions frequently ex- 
perienced when other types of chemotherapy are 
employed. 


Government's Medical Role Restudied 


A large question mark envelops the future role of 
government in medical practice, with many factors 


to be reckoned with. The Hoover Commission has 
formed its medical committee, or “task force,” with 
a Chicago layman, Chauncey McCormick, at the 
head. This group will make another intensive study 
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of Federal medical activities, both military and 
civil, with the objective of effecting economies and 
abolishing duplicated effort. The newly created 
Intergovernmental Relations Commission will look 
into the subsidies, aggregating many million dollars 
each year, which go to states, hospitals, and medical 
schools for public health assistance and support of 
medical research. 

The national health hearings which were con- 
ducted in October by the House Interstate and 
Foreign Commerce Committee have been recessed 
until 1954, and Washington observers believe that 
they will lead to legislation designed to promote 
and encourage greater coverage of the population 
in voluntary prepayment plans. 

Within the government’s executive branch itself, 
a number of reforms are under consideration 
which, if adopted, would have an impact upon 
private medical practice. These include: 

Limiting of Veterans Administration hospitaliza- 
tion benefits to service-connected cases. 

Termination of eligibility of merchant seamen 
for free treatment in U.S. Public Health Service 
hospitals. 

Adoption of uniform military policy relating to 
medical and hospital benefits for dependents of 
servicemen. 

Further budgetary retrenchments that would halt 
further expansion of veterans’ hospitals; reduce 
Federal assistance to the states for hospital con- 
struction in the Hill-Burton program; and cut 
down on volume of outpatient care given to veterans 
by private physicians on a fee basis. 


Now off the presses, and crammed with facts and figures, is the first 
World Directory of Medical Schools, produced by the World Health 
Organization and the International Association of Universities. The 
volume, printed in English and French, is the result of a two-year 
survey in eighty-four countries and territories. Five hundred insti- 
tutions are listed, with details on administration, instruction, student 
body and fees. For the Soviet Union, 61 schools are listed, without 
details. The U.S. lists the largest number—179. The book can be 
purchased from the International Documents Service, Columbia 
University Press, 2960 Broadway, New York. 
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“Only one out of a thousand will take 
time to put his thoughts down on paper.” 


You Don’t Have To Take It 


BY CHARLES FITZ-PATRICK 


In Gp’s “Yours Truly” department there appeared 
recently a letter of sufficient interest and importance 
to warrant a second reading by physicians. The 
letter, headed “‘Doctor’s Wife Speaks Up,” was 
written by Mrs. Sally K. Robinson, wife of an 
Academy member, and in the communication she 
ably outlined her objections to certain magazine 
articles with a medical flavor that have appeared in 
lay publications. With understanding frankness she 
pointed out that the articles are ‘unfavorable to 
doctors in general, but most particularly to general 
practitioners.” 

Mrs. Robinson’s discussion of the subject clearly 
indicates her understanding of the quiet manner in 
which public confidence in doctors is eaten away 
and the professional man is put on the defensive. 
Like others before her—particularly in non- 
medical fields—she recognizes the error of per- 
mitting such misrepresentation to continue un- 
challenged. 

Physicians whose memories reach back some 
years will recall that at one time almost all movie 
villains were pictured as being of one particular 
nationality; men who followed a religious calling 
invariably were shown as weak, humorless in- 


dividuals; and most bankers seemed to be con- 
cerned only with stealing the roof from over the 
head of some poor widow. It has been an American 
characteristic to create and perpetuate stereotypes 
of individuals and groups in the public eye. But 
today the situation is different. It is no accident 
that producers and directors now review scripts 
carefully to weed out material that might unjustly 
harm individuals and groups. This special atten- 
tion given story material is simply the result of 
protests made by those whose personal lives or 
occupations were being undermined. Similar steps 
have not been taken by physicians to any marked 
degree. 

It is the opinion of some military and political 
experts that World War II was hastened by the 
successful feeding of the German mind with dis- 
torted facts. The propaganda directors surround- 
ing Hitler proved the theory that a lie clothed 
either in seriousness or a touch of comedy, but 
repeated often enough, eventually assumes the 
stature of truth. And there are bankers in this 
country today who will agree to the accuracy of 
this. They admit they are still working under a 
cloud of public doubt created by dramatists, 
authors, and humorists of more than a quarter 
century ago. In the proper hands a lie is converted 
into truth more easily than the reverse process can 
be accomplished. 

And what action should physicians take to cor- 
rect conditions such as Mrs. Robinson writes 
about? Actually, the procedure that has proved its 
effectiveness is quite simple and practically cost- 
free. This evening, for example, a physician watch- 
ing a TV show migh: be confronted with a drama- 
tized plot that includes a medical man whose 
methods run contrary to all rules of ethical prac- 
tice. To the physician the televised situations may 
appear ludicrous, but across the country there will 
be a surprisingly large number of viewers who will 
accept what they see as facts. Their minds will be 
“‘washed”—with mud. 

In the household of another physician there 
may be a magazine cartoon designed to produce 
laughs by using a doctor as the butt of the “joke.” 
It may show, as one did recently, a physician in an 
auto shop to which he had been called when a 
vehicle slipped from a jack and pinned a worker to 
the floor. In a “balloon” the physician is pictured 
as saying, “Did you finish repairing my car before 
it fell on you?” This is funny until some readers 
of the magazine shake their heads and remark, “I 
guess they’re all like that. Always thinking of 
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themselves first.”” And thus good public relations 
slips another notch. 

In either or both of these situations five minutes 
spent writing a letter plus three cents for a postage 
stamp would go a long way toward eliminating a 
repetition of similar incidents. Physicians who be- 
lieve that this action would only help fill the waste- 
paper basket of a magazine editor or TV station 
manager fail to understand the influence public 
opinion exerts on such organizations. The letter 
from the physician would be read, and probably 
acted upon for a very simple reason. In the pub- 
lishing and broadcasting fields, executives realize 
that probably only one out of five hundred or a 
thousand will take the time to put his thoughts on 
paper. Thus, the single letter is viewed not as the 
reaction of one person, but of many, many others. 
That gives the letter from the physician weight and 
influence. If he objects, it is likely that others hold 
the same views, even though they did not act on the 
impulse to put their opinions on paper. 

And what should be said in such a letter? Prac- 
tically the same phrases that would go into an oral 
objection if the physician were speaking to the 
editor or station manager. The letter might read 
something like this: 


The XYZ Broadcasting Co. 


Your Town 


Attention: Station Manager 


Gentlemen: 


This evening the televised performance of (name of 
show) included the portrayal of a physician whose 
practices might lead some viewers to believe his actions 
were characteristic of those in the profession. 

I object to this type of TV show. 

Like your industry, the medical profession is interested 
in building and maintaining public good will. This 
desirable goal is made difficult of achievement when 
such a medium as television presents misleading situa- 
tions to numerous family groups. 


POINT FOUR 
FOR 


U.S. INDIANS 


world. 
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DID Yourish 
MY CAR BEFORE IT om 
FELLOW YOU? 


“I guess they're all like that— 
always thinking of themselves first.” 


J am sure you will act to prevent a repetition. Thank 
you. 
Sincerely, 


This letter does not beg or get down on its 
knees. The physician writing it is within his rights 
in asking that his calling be depicted in an accurate, 
factual manner. If medical men in large numbers 
were to start “taking TV apart’’, they would hear 
prompt cries of complaint. The physician is justi- 
fied when he acts to protect himself and his pro- 
fession, and he will get results promptly if his letter 
is duplicated by other medical men who include 
their objections in letters. 

Some may argue that acting to correct conditions 
such as Mrs. Robinson complains about should be 
the job of association secretaries, but actually this is 
not true. Publications and broadcast organizations 
contacting the general public do not always look 
upon a group as the prospective purchaser of 
sponsored commercial products. A physician is 
not only a professional man, he is a husband, the 
head of a family, and the consumer of goods that 
make lay magazines, TV, and radio possible. 


ALTHOUGH favorable constitutional factors seem to give the American 
Indian low incidence rates of cancer, diabetes, and the group of 
heart, brain and kidney disorders that result from arteriosclerosis, 
they rate much higher than the general population in incidence of 
tuberculosis, pneumonia, enteritis, and preventable eye infections. 
For these reasons, says Dr. Howard A. Rusk, writing in the New 
York Times, it has been suggested that some sort of Point Four 
health program be set up among these earliest Americans on the 
same basis as those now being implemented in other parts of the 
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Conference Reassesses Medical Education 


Tue Golden Age of Medicine. That’s what medical 
historians will call the first half of the 20th cen- 
tury. But medical education is now in a transi- 
tional stage, and must bridge wide gaps between 
the past and the future if it is to properly train 
new generations of physicians. This was consensus 
of 600 doctors and educators, representing 59 coun- 
tries and 92 medical schools, gathered in London 
last August for the First World Conference on 
Medical Education. Meetings were held under 
auspices of the World Medical Association, in col- 
laboration with the World Health Organization, the 
Council for International Organizations of the 
Medical Sciences, and the International Associa- 
tion of Universities. 

This was a fact-finding conference solely, with 
no final recommendations made. But the delegates— 
among them Dr. William J. Shaw of the Board of 
Directors of the American Academy of General 
Practice—concurred that we have entered an era of 
social medicine (quite distinct from socialized 
medicine), and that human ecology, the science of 
man in relation to his environment, must be the 
focus of medical training. 

Development of industrial medicine and of 
psychosomatic medicine has pinpointed medical 


Dr. William J. Shaw. 


advances and the changing social conditions that 
have, partly, at least, instigated them, it was agreed. 
But medical education has not kept pace with 
changing times and consequently today’s medical 
school curriculum does not adequately reflect the 
socio-economic conditions of our times. This prob- 
lem is common to all countries around the world. 

The ideal now is to give the student a broad 
educational background in the humanities, rather 
than a narrow scientific education, in his premedi- 
cal years. Fragmented and specialized courses, it is 
felt, will be forgotten soon after they are taught. 
And the student must learn that he will treat, not 
a left eye, but a whole individual who has a left eye. 
Effective integration of the humanities, the social 
sciences and the broader aspects of medicine is 
desirable. 

The philosophy of learning to know the whole 
patient is, of course, the very philosophy upon 
which general practice is founded. 

The same educational philosophy, it is felt, 
should carry over into medical school, where 
clinical work can be added to basic scientific in- 
struction, so that embryology, for example, is taught 
in a combination of theory and casework in em- 
bryology. Medical schools which employ preceptor- 
ship programs or family group care are extending 
this educational philosophy into its logical channels. 

There was a general feeling throughout the con- 
ference, according to Dr. Shaw, that curriculum 
fragmentation must cease and that the study of 
medicine must again, somehow, be made a com- 
prehensive whole. To change an established medical 
curriculum is not easy, but attempts are being made 
to do it. Research and experimental work in the 
area of medical instruction are constantly going on. 

Sir Lionel Whitby, president of the conference, 
put the problem tersely: “Many of us are con- 
vinced that the dominant problem facing the 
medical profession in the second half of the twenti- 
eth century is the problem of medical education. In 
an age of ever-increasing scientific advance and ~ 
ever-increasing specialization of knowledge, how 
can we best teach the young men and women who 
will be our successors as the doctors of the future? 
What are to be the subjects? What are the principles 
that should guide us?” 

Integration of all block subjects is one approach, 
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and, in this connection, it is interesting to note that 
the same trend in general education is going on in 
colleges and universities all over the country. It is 
felt that broad training in the liberal arts, to which 
specialization may be added later on, if desired, will 
produce the best type of educated citizen—one 
who can adjust satisfactorily to the demands his 
civilization may make upon him, In the same way, 
those concerned with medical education feel that a 
cultured man who, at the end of four years of pre- 


BY CHARLES E£. NYBERG AND RUTH Q. 


Care of workers under treatment through state 
compensation laws remains an important part of the 
practice of the general physician. That this will be 
a continuing trend is indicated in a statement by 
the medical committee of the International Associa- 
tion of Industrial Accident Boards and Commis- 
sions, recommending that the worker be given choice 
of physician: 

**. . . the family physician, the trusted friend of 
the claimant, can frequently attain results in cases 
within his competence far beyond those of his more 
skilled but unknown brother.” 

Payment for services under state compensation 
law is the responsibility of the employer’s insurance 
company, primarily. Or, if such insurance is not set 
up, payment must come from a fund established by 


the employer for this purpose. With payment as- 


sured, compensation cases can become an important 
segment of the physician’s practice. In addition to 
certain payment, compensation work provides, for 
the young physician, an excellent means to become 
acquainted in his community. The provision of some 
regular income through compensation channels is 
valuable while the doctor is building up a practice. 

But, if he is to handle compensation cases satis- 
factorily, the physician must first become familiar 
with the compensation laws and regulations of his 
state. An outline of such rules and regulations can 
be secured from the local or state medical society, 
and study of these is important, since, in some 
states, the law provides specific penalties for phy- 
sicians who fail to render required reports to the 
state board responsible for administering the law. 

So far as care of the patient is concerned, the 
same principles apply for compensation patients as 
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Compensation Cases Should Be Handled Right! 


med work, knows what kind of world he lives in 
and what’s going on in it, will make a good basic 
doctor. 

Dr. Shaw reports that seven or eight general 
practitioners took prominent roles in the conference 
program, and that general practitioners were active 
in all discussion groups. He states that there seems 
to be no difference in teaching practices and methods 
in countries with socialized medicine and in those 


without it. 


for private patients. The physician must stay within 
his own recognized limits of skill and training. The 
general practitioner should function as the family 
doctor, rendering all the services he is qualified to 
give, but advising the patient, or the patient’s fam- 
ily, when more specialized treatment may be re- 
quired. In this capacity, he should assist in arrange- 
ments for consultation or referral. 

Where compensation for the patient for disability 
is involved, any case may require court action or re- 
view by special compensation boards. Since the phy- 
sician will be called to testify, good medical records 
are as vital as correct and effective treatment if the 
physician is to be successful in this type of practice. 

Compensation laws vary, of course, from state to 
state—but actually, all but seventeen states now 
provide unlimited medical care to injured workers. 
In the seventeen exceptions there is a limit set for 
amount of treatment cost, or treatment time. In gen- 
eral, however, state industrial commissions or com- 
pensation boards, and the insurance carriers, too, 
are interested in returning workers to maximum 
earning capacity in the shortest possible time. They 
recognize that adequate and competent medical 
services will get the injured worker back on the 
job, thereby reducing the over-all cost. 

Handling workers with occupational diseases is 
not that simple. It’s best, therefore, to check with 
the compensation board or insurance carrier before 
carrying out a long and expensive series of treat- 
ments. 

General practitioners who handle compensation 
cases soon discover that payment for their services 
is regular and automatic if their reports are prop- 
erly and promptly submitted. Most of this clerical 


nee 
if 


work can be adequately handled by the physician’s 
nurse or office girl. All necessary information should 
be obtained on the patient’s first visit and entered 
on the required report form. 

In most states the employer’s liability for medical 
care is covered through insurance carried with com- 
mercial insurance companies. These companies will 
provide a supply of the proper forms for the phy- 
sician’s office, plus instructions for completing the 
forms. 

You can’t depend on the injured worker to know 
whether or not he is covered by compensation in- 
surance, so the office aid must be alert to obtain 
necessary information from the employer. In cases 
of injury, however, she must not delay the patient’s 
seeing the doctor in order to get her records in or- 
der. At such times, information can be obtained 
after the patient has been treated. 

The doctor’s statement for the report can be ob- 
tained from his regular records, or he can dictate it 
to the office assistant from that record. Both the 
physician and his assistant can save themselves un- 
necessary effort if a routine procedure is established 
and the report is completed the very day the patient 
is treated. Preliminary reports should be mailed to 
the insurance compatiy or compensation board at 
once—other reports later, according to instruction. 
Copies of all reports should be retained in the pa- 
tient’s medical record file. Follow-up reports may 
be required, and verification may be demanded for 
dates, diagnosis, or estimate of disability. 

It is well to indicate on the preliminary reports 
an estimate of the length of time the patient may be 
under treatment and the time away from work. In- 
surance companies’ records and payments are kept 
on a monthly basis and it speeds up their work if 
they know which cases are to be carried over to the 


next month. The patient, also, will appreciate being 
told how long he may be unable to work and the 
anticipated period of treatment. If the patient will 
be unable to work for a long period of time, he may 
have to reduce his expenditures drastically. Sincere 
interest on the part of the doctor in the patient’s 
economic adjustment, and advance notice on how 
long he may expect to be unable to work at his reg- 
ular occupation will certainly win the patient’s grat- 
itude and serve to promote sound doctor-patient 
relationships. 

With an office girl or nurse properly trained in 
record keeping for compensation cases, the physi- 
cian is free to devote his own time to rendering of 
actual medical service, with only a minimum of time 
given over to reports. Payment of fees by the insur- 
ance company will be based upon the reports and 
statements submitted, and, as has been mentioned, 
will usually be prompt and automatic if the records 
are right. There are no collection problems, and no 
follow-up is required. 

In many states a schedule of fees for workmen’s 
compensation cases has been adopted by the state 
medical society. In other states, it is customary for 
the physician to charge his usual fee for such cases. 
Fee requests should be well supported in the re- 
ports through description of services rendered. In- 
surance companies and compensation boards han- 
dle hundreds of reports daily, and their staff mem- 
bers are quick to notice any unusual charges. It’s 
tedious to have to supply additional and more de- 
tailed reports at a later date to justify the fee, and 
the process can be very time-consuming for both 
the physician and his office help. 

In such instances, proper records in the physi- 
cian’s office save both the fee and subsequent em- 
barrassment. 


"All's well.“ 
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Industrial Health 


EsTABLISHMENT of a Bureau of Industrial Health with 
full-time director and clerical staff is being consid- 
ered by the Council Committee on Industrial Health 
of the Medical Society of the State of New York. 
The action ties in with the educational program 
for the general practitioner in the field of industrial 
health launched by the A.M.A.’s Council on Indus- 
trial Health and the A.A.G.P. Impetus for the inno- 
vation stems from the fact tha. dependence for 
adequate industrial medical service rests upon pri- 
vate practitioners in the vicinity of the plants to be 
served. The Medical Society of the State of New 


York already makes available some training through 
the Section on Industrial Medicine and Surgery, 
and the Public Health and Education Committee, 
augmenting postgraduate courses in some medical 
schools for those doctors who already are interested ; 
but it is felt that there aren’t enough who have an 
interest to build up a backlog of trained medical 
personnel to take over the new concept of combined 
preventive and curative medicine for the individual 
worker, of whom there are six million in New York 
State. The proposed new setup will sell industry 
the idea of financial support of in-plant health 
services, and, at the same time, induce and train 
practitioners to do the work. 


Problem Consultation 


Wir# constantly increased stress on the importance 
of industrial medicine to the general practitioner, 
it is worth noting that any physician who wants 
help in setting up a part-time or other health service 
for any industry, large or small, can contact Dr. 
Carl Peterson, Secretary of the Council on Indus- 
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PRACTICAL TIPS FOR BUSY DOCTORS 


trial Health of the A.M.A., 535 Dearborn St., Chi- 
cago, or Dr. Edward C. Holmblad, Managing Di- 


rector of the Industrial Medical Association, 28 East 


Jackson Boulevard, Chicago 4. Both are sources of 
expert information and consultation on problems 
facing the physician in part-time or full-time in- 
dustrial practice. 


That Physical 


PaTIENTs will enjoy reading “Your Medical Check- 
Up,” a cleverly illustrated booklet put out by 
Stevens Publications of New York City. It gives a 
layman’s explanation of the physical examination. 


Robot Receptionist 


Bitep as the world’s tiniest 
tape recorder, a new gadget 
called Message Repeater will 
serve as an efficient and dig- 
nified electronic receptionist 
in any physician’s office. It’s 
about the size of a box cam- 
era, is plugged into a light 
socket, and delivers its message automatically when- 
ever a human being walks past the machine. It 
repeats the message without any rewinding; and the 
old message is erased and a new one installed simply 
by turning a knob and talking into the machine. 
A full cycle for the machine is two minutes, but it 
can be set for shorter intervals. Various methods 
can be used to set it off—electric eyes, manual or 
automatic switches, time clocks, as well as the afore- 
mentioned human. Volume is adjustable, and the 
machine can be used with additional external speak- 
ers and volume boosters, if desired. It’s a product 
of Michigan Electronics, Inc. of Chicago. 
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Unlike procaine infiltration or narcotics, HP*ACTHAR 
‘Gel does not simply dull the pain. It effectively counter- 
acts the underlying inflammatory reaction, concomitant 
swelling and edema. Even calcium deposits may dis- 
appear.t 
+ Steinberg, C. L., and Roodenburg, A. L.: J.A.M.A. 149: 1458, 1952. 
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Che Practitioner's Bookshelf 


Sexual Behavior in the Human Female. By Alfred Kinsey, 
Ph.D., Wardell B. Pomeroy, Ph.D., Clyde E. Martin, 
Ph.D., and Paul H. Gebhard, Ph.D. Pp. 842. Price, 
$8.00. W. B. Saunders Co., Philadelphia, 1953. 


It is dishonest and deceiving to write a book review 
without reading the book. Several reviewers of Sexual 
Behavior in the Human Female have done this. I have 
read the book. In spite of its errors and shortcomings, 
this is probably the most important contribution that 
has ever been made to the understanding of sexual be- 
havior in humans. 

It took almost 500 years after Columbus to put 
35,000,000 automobiles on the roads of America. It is 
also going to take time, study, and work to complete our 
knowledge of sexual behavior and to adjust our patterns 
to that knowledge. This book is a step on our way. 

Mature readers will find in Sexual Behavior of the 
Human Female much that will help them in guiding 
their patients to better child-rearing, better parent- 
child relationship, more harmonious marital adjust- 
ment, and the understanding of many sex problems. 
Those readers not quite so mature will find their preju- 
dices stimulated; some of them will find arguments to 
further fortify their prejudices; others will utilize the 
material to advance greater knowledge, better under- 
standing, and more maturity. 

When Kinsey and his associates started their survey, 
there was less scientific knowledge of human sexual 
behavior than probably any other aspect of human 
behavior or physiologic function. Most previous studies 
of sexual behavior and sexual problems have been made 
by psychiatrists, psychoanalysts, gynecologists, or 
anthropologists, and their studies and findings there- 
fore have been based on studies of individuals who were 
seeking help because they were already in sexual diffi- 
culties, or on the study of primitive peoples whose 
morals, customs, religions, and laws differ considerably 
from ours. The Kinsey report is therefore particularly 
valuable because of its attempt to study modern Ameri- 
cans. It is unfortunate that studies have not been insti- 
tuted by general practitioners who are in an excellent 
position to make a sampling of many normally adjusted 
persons as well as those who are suffering from sexual 
maladjustments. However, the pressures of practice are 
such that no general practitioner has ever made such a 
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survey and analysis of his patients. This is a misfortune 
for all of us. 

There have been many criticisms of Kinsey’s work. 
Too much of this criticism has come from persons 
whose experiences with sexual problems have been 
limited to patients who were sexual problems, or to 
patients whose opinions have been predetermined by 
religious prejudice. This work is essentially a survey. 
It makes no attempt at finality. It simply increases our 
body of fact and knowledge; as Kinsey says, “It is a 
progress report.’ The work is not complete. If we waited 
for any scientific investigation to be final and complete 
before publication, we should usually wait in vain. 

{s the sampling adequate? No, it is not. Kinsey him- 
self says, “The sample is still, in many parts, inade- 
quate.”” Shall we discard or discredit the work for this 
reason? No, we simply interpret with greater caution 
and more careful study. Kinsey has not stopped, others 
will now add. 

Those of us in general practice, who have concerned 
ourselves with the patient’s whole adjustment to his 
environment—emotional as well as physical—have long 
known that when a couple has common understanding 
of each other’s sexual happiness and interest, they are 
brought together at a higher emotional level than 
through any other human contact. Also, we know that 
where sexual relations are not satisfactory in marriage, 
disagreement, rebellion, and hostility may invade many 
or all other aspects of the marriage. This is in thorough 
agreement with Kinsey’s findings. 

Does Kinsey recommend premarital coital experience 
for youth? Some interviewers have said he did. I cannot 
find such advice in the book. He did ‘ind that a percent- 
age of youth who had premarital coital experiences had 
a higher percentage of orgasms after marriage than 
those who had not had premarital coital experience. 
No one has proved that the premarital experience was 
the cause of the later orgasmic frequency. Kinsey says, 
**It may conceivably be a factor.” (One should note that 
in most of the interpretive material Kinsey and his asso- 
ciates have been extremely careful to use such words as 
conceivably,” “could have been a factor,” “might 
possibly be,” etc.) Actually, both conditions have prob- 
ably been activated by some further cause not yet 
brought to light, such as less inhibition or stronger 
sexual urge. 
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For our young people Kinsey has emphasized again 
something far more significant—their sexual problem. 
Civilization is the constant and never-ending process of 
educating, inhibiting, and readjusting of our natural 
impulses and drives to fit the needs of a higher and more 
complex civilization. Kinsey and his group have re- 
emphasized the fact that the human male and female 
become biologic units years before custom and law per- 
mit satisfaction of their sexual functions. The attempt 
to ignore and suppress the physiologic need of the most 
sexually active age group has led to a great many prob- 
lems and has resulted in a high percentage of youth 
depending upon masturbation as a sexual outlet. 
Through the work of Kinsey and his group we now have 
some better knowledge of the problem; it is for society, 
church, school, and physicians to determine what shall 
be the course from here. Youth has given us an answer 
—do we have a better one? 

The difference between Freud and the Kinsey work is 
rapidly apparent. Freud was a product of the Victorian 
age and its stuffiness, and many of us are aware that a 
great deal of his thinking had been slanted by his per- 
sonal revolt against Victorianism. Kinsey’s group is the 
product of a clear-thinking, postwar, scientifically- 
minded America. Nowhere is this more apparent than 
in their attitude toward masturbation. Kinsey’s group 
approached the problem with open minds, studied the 
phenomenon, reported their findings clearly (very 


clearly), pointed out some significant complications, 
some of the problems left unsolved, and then let the 
chips fall where they may. They found no evidence of 
any ill effect from masturbation in males or females ex- 
cept those due to guilt or fear. Freud also recognized 
that no physical harm came from masturbation, but he 
was unable to free himself from the emotional connota- 
tions of his background and helped to perpetuate the 
traditional attitude assigning such words as “infantile” 
and “immature” to the act. On the whole, the objectiv- 
ity of the Kinsey report is remarkable. The book adds 
to our feeling of encouragement that progress in human 
happiness may be speeded up. 

The book covers other subjects of interest and im- 
portance: premarital petting and coitus, marital and 
extramarital relations, homosexual behavior, the com- 
parison of male and female behavior, physiologic and 
psychologic factors in the sexual response, and even 
hormones in relation to sexual response. These sections 
deserve careful reading, study, and contemplation. 

Kinsey says, “The psychological significance of any 
type of sexual activity depends largely upon what the 
individual and his social group make of it.”” True. And 
aiming this right back at the Kinsey work I find their 
measure of sexual satisfaction, the orgasm, inadequate. 
Kinsey admits his shortcoming—but lightly. In our 
practices, we have all seen many couples who were hav- 
ing coitus once a month, or less, who were immeasur- 
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ably more satisfied sexually than other couples who 
were having coitus three or four times a week. We have 
also seen women who were happy and satisfied who had 
never had an orgasm, yet found great satisfaction in 
knowing that their husbands were enjoying the con- 
tact, and in knowing that they were contributing to the 
pleasure and fullness of the husband’s life. Both hus- 
bands and wives were getting such a high quality of sat- 
isfaction and making such adequate adjustments in 
other aspects of the home life that their marriage and 
sex life were fully happy. Kinsey points this out also. 
We know that tremendous and deep emotions are in- 
volved in much of our sexual behavior; I cannot help 
but feel that this type of survey does not penetrate 
deeply enough into the emotional realm. 

This is a most valuable work. Every physician, par- 
ticularly the physician in general practice, should read 
and study it. There is much here that the physician, 
interested in his patient as more than a disease, can 
utilize to help strengthen personal and family life. 
Sexual adjustments have been anything but 100 per 
cent successful. Understanding the nature—physical 
and psychologic—of similarities as well as differences 
between men and women shows the difficulty involved 
in making sexual adjustments, and is an essential first 
step to making them successful. Only by greater knowl- 
edge, understanding, and sympathy on the part of both 
men and women can a higher degree of success and 


happiness be attained. You can get the full value out of 
the Kinsey report only by reading the book itself. I 
recommend that you read it. 

—Sraniey R. Truman, M.D. 


Post-Operative Care. By H. J. B. Atkins, M.D. Pp. 338. Price, 
$6.75. 4th Ed. Charles C Thomas, Springfield, Ill., 1952. 


This is a small book, printed on excellent paper, con- 
taining fourteen chapters, an appendix, and sixty-four 
figures and illustrations. 

The author feels that technical, operative surgery 
reached its zenith with Moynihan and Halstead in the 
early twentieth century, following the introduction and 
general use of anesthesia, antiseptic and aseptic surgery 
of the previous half century. This book is a treatise on 
the care of patients after the surgical procedure has 
been done. 

In his first chapter he discusses, in considerable 
detail, such ordinary subjects as visits by friends and 
relatives, diet, sleep, fluids, nausea and vomiting, hic- 
cough, bladder and bowel care, position in bed, ambu- 
lation, etc., and is very sensible and practical on all 
these points. 

He then devotes a chapter or more to each of the 
following: Operative Wound, Scars and Burns; The 
Ear, Nose and Throat; The Thyroid and Breast; three 
chapters on the Abdomen; the Genito-Urinary System ; 
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Amputations; Fractures; and the Nervous System. 

He devotes one short chapter to operations on chil- 
dren and finishes up with an appendix under five head- 
ings: (1) Enemata; (2) The Nutrient Values of Common 
Foods; (3) Writing Reports; (4) Appearing in Court; 
(5) Equivalents in Weights and Measures. 

The illustrations are, for the most part, simple line 
drawings and well done. Few graphs and tables are 
used, and these are simple and easily understood. 

The book is written well, in clear, simple language. 
It will be useful to any surgeon or doctor who under- 
takes the care of postoperative patients. 

—U. R. Bryner, M.D. 


Atlas of Regional Dermatology. By Ernest K. Stratton, M.D. 
and associates. Pp. 274. Price, $15.00. Charles CG Thomas, 
Springfield, Ill., 1953. 

This book consists of photographs which systemati- 
cally illustrate many dermatologic lesions affecting vari- 
ous areas of the skin. The author tells us his purpose is 
to afford the student visual help in identifying skin dis- 
eases. Primary aim here is pictorial instruction, so that 
bibliography and extensive verbal description, not perti- 
nent, are omitted. Yet in addition to the titles of the 
figures, textual matter is appended which sketches with 
good effectiveness, despite necessary brevity, the out- 
standing features of the diseases depicted. There are 
also included terse statements regarding treatment. 
This text is carefully done and elementary, so that the 
book should serve a student well in acquainting him 
with what a disease is conceived to be, as well as what 
it actually looks like. 

Titles give the diagnoses, and they are as trustworthy 
as anyone’s can be, For the most part, of course, they 
are unequivocal. A dermatologist would enjoy looking 
at each picture, then comparing his interpretation with 
that which the title gives. In the color section one 
finds greater appreciation for. pictorial art than for fas- 
tidious use of English in medical writing—for which 
fault it is not the originally Viennese co-author who 
should be blamed. 

An ideal picture requires no title save identification 
in case the observer is unfamiliar with the subject. This 
book contains many illustrations which satisfy such a 
criterion of excellence, a statement the author and his 
collaborators will recognize as high praise. A few pic- 
tures, very few, are not in critical focus and might have 
been omitted to the advantage of the high quality set by 
the majority. Some dermatoses—herpes zoster, for ex- 
ample—are unconscionably hard to photograph well. 

There are altogether 627 illustrations, of which 561 
in black and white were selected from large collections. 
A section on leprosy by Harry Arnold, Jr., M.D., con- 
tains 16 figures. One on skin manifestations of the acute 
infectious diseases by Maurice J. Costello, M.D. and 
Lewis A. Koplik, M.D., contains 19, That on reproduc- 
tions of certain dermatoses by Paul Fasal, M.D. contains 
31 color illustrations. Some of these are realistic, but 
some are not, a criticism intended to suggest that the 
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science and art of color reproduction as applied to der- 
matology are in need of further improvement, even in 
the middle of the twentieth century. 

A private or institutional library which stocks a der- 
matologic atlas, or ought to, should acquire this one. 
It is well done and is in fact, as well as by endeavor, an 
honor to the memory of the author’s wife. 

—Ricuarp L. Sutton, Jr., M.D. 


The Physical Examination of the Surgical Patient. By J. Englebert 
Dunphy, M.D. and Thomas W. Botsford, M.D. Pp. 326. 
Price, $7.50. W. B. Saunders Co., Philadelphia, 1953. 


The first real thrill as a medical student often comes 
when physical diagnosis is initiated and the student 
has the privilege of examining a patient. From then on 
the introduction of laboratory procedures of various 
types during a medical career many times relegates the 
physical examination into the background. Physical 
Examination of the Surgical Patient attempts to draw the 
patient away from the complexities of modern medicine 
and focus attention upon the often neglected art of 
“looking at the patient.” 

This book is easy to read and will serve as a refresher 
in eliciting physical signs in surgical conditions. Most 
of the book is repetition of material covered in medical 
school courses, but many valuable “nuggets” in diag- 
nosis lie between its covers. For example, do you know 


which way to tilt a patient’s head to best palpate lymph 
glands in the posterior triangle of the neck? 

A special section on ‘The Emergency Examination” 
is especially valuable to the General Practitioner who is 
most frequently called upon to examine a patient in the 
acute stages of an accident. 

Sketches and diagrams are used to good advantage to 
illustrate the book. 

Every General Practitioner should have this book or 
one similar to it, if only to remind him that the physical 
examination is still the most important part of the prac- 
tice of medicine, regardless of the innumerable labora- 
tory procedures used in modern day medical practice. 


—Joun G. Watsu, M.D. 


Experimental Atherosclerosis. By Louis N. Katz, M.D. and 
Jeremiah Stamler, M.D. Pp. 375. Price, $10.50. Charles 
C Thomas, Springfield, Ill., 1953. 


The authors have written a comprehensive review of 
experimental work on atherosclerosis (defined in 1904 
by Marchand as intimal arteriosclerosis). A funda- 
mentally erroneous concept developed in the medical 
profession regarding atherosclerosis—the senescence 
**theory”—describing it as a natural, inevitable result of 
physiologic aging. Recent evidence has disproved this 
“theory.” 

Present knowledge shows that cholesterol is the key 
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The cockerel 


aspect of the atherosclerosis problem. 


chick is used most advantageously in experimental — 


studies, and being omnivorous, develops lesions like the 
human. Ten-day old cockerels were given commercial 
chick starter mash of known composition. Experimental 
birds were given the mash with 2.5 to 5.0 per cent 
cholesterol and 20 to 25 per cent cottonseed oil. All 
cholesterol-fed birds living beyond the eighth week had 
gross atherosclerosis of the aorta and great vessels. 
Birds given only cottonseed oil fail to show lesions. 

Are atherosclerotic lesions reversible? Experimental 
evidence says yes. Regression of induced lesions has 
been produced by low cholesterol and defatted food. 

The authors predict that the ‘‘cholesterol concept of 
atherogenesis” affords the fundamental approach to the 
solution of the atherosclerosis problem. 

This monograph has little value for the average gen- 
eral practitioner unless he is primarily concerned with 
investigation of this problem. The book is detailed and 
contains numerous graphs, formulas, and charts. Fifty- 
two pages of bibliography are included. 

—Joun G. Watsu, M.D. 


Advances in Pediatrics. By S. Z. Levine, M.D. Pp. 323. Price, 
$7.50. Vol. 6. The Year Book Publishers, Inc., Chicago, 
1953. 


This fine volume, like its predecessors, consists of a 
collection of seven monographs written by authors who 


have established world-wide reputations in their respec- 
tive fields. 

Lymphosarcoma in Childhood, by Dr. Harold W. 
Dargeon, is concise, and the clinical cases presented 
with plate illustrations are excellent. 

Preventive Prenatal Pediatrics, by Dr. Theodore H. 
Ingalls of the Harvard University School of Public 
Health, is “must” reading for general practitioners and 
obstetricians, as well as pediatricians. Here the theo- 
retical and the practical research approach to the prob- 
lem of intrauterine death, and congenital defects is 
magnificently presented. 

Intestinal Obstruction in the Neonatal Period, by 
Dr. C. Everett Koop of the University of Pennsylvani:, 
is well presented, and is of much value to the surgeon, 
as well as the nonsurgeon. Plate illustrations are ex- 
cellent. Dr. Koop discusses general considerations of 
intestinal obstruction in the neonatal period, symp- 
tomatology, and roentgenography in diagnosis. Under 
treatment, beginning with anesthesia, followed by oper- 
ative and postoperative care, the author discusses ob- 
structions by sites and types, beginning at the esopha- 
gus, and ending with the anus. 

Hemolytic Disease of the Newborn, by Drs. Levine, 
Vogel, and Rosenfield, is extremely comprehensive. 
Likewise their writing about Rh is excellent reading 
and reference. 


Pulmonary Pathology in the Newborn, by Dr. Edith 
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L. Potter of the University of Chicago, The Lipoidoses, 
by Dr. S. Van Creveld of the Pediatric Clinic of the 
University of Amsterdam, and Megaloblastic Anemia of 
Infancy, by Drs. Zuelzer and Rutsky of Wayne Univer- 
sity, are presented with the latest of information and 
studies. 

I feel that this well-documented volume would be an 
asset to any general practitioner’s library, a “must” for 
the pediatrician, and that the monograph on Preventive 
Prenatal Pediatrics should not be overlooked by the 
obstetrician. —I. Puiturs Frouman, M.D. 


Slipped Capital Femoral Epiphysis. By Arman Klein, M.D.; 
Robert J. Joplin, M.D.; John H. Reidy, M.D.; and 
Joseph Hanelin, M.D. Pp. 129. Price, $6.75. Charles C 
Thomas, Springfield, Ill., 1953. 


This monograph, an American Lecture in Roentgen 
Diagnosis, edited by Dr. Aubrey O. Hampton of Wash- 
ington,: D.C. and written by Klein, Joplin, Reidy, and 
Hanelin of the Massachusetts General Hospital, deals 
well with the subject. Excellent x-ray reproductions of 
the normal hips of females age 6 days, 5 months, | year, 
and each year through 17, and of normal hips of males 
age 9 days, 3 months, 8 months, 1 year, and each year 
through 18, are shown in the first portion of the book. 
These pictures may be used as standards for comparison 
with suspected pathologic hips. 


rheumatoid 
arthritis... 


Positioning of the patient for bilateral hip roent- 
genography is also demonstrated. 

Next, a consideration of the diagnosis, particularly 
the differential diagnosis, is presented and measure- 
ment of the amount of slipping is emphasized. 

A discussion of treatment of patients with this dis- 
order is divided into three classifications: 

1. Those with a history of recent trauma immedi- 
ately followed by acute disability of a previously normal 
hip joint. 

2. Those with a history of gradual onset of increas- 
ing and continuing disability of the hip. 

3. Those with recurrent periods of disability alter- 
nating with periods of quiescence and presenting car- 
dinal signs of a slipped epiphysis. 

Under operative treatment excellent photographs 
and drawings are presented with a demonstration of 
the simplicity of the treatment of this condition if the 
diagnosis is made early. Postoperative care is also 
stressed. 

This book treats a very technical subject in a manner 
simple enough to be readily understandable. The 
wealth of illustration assists comprehension. This is 
hardly a book one would expect to find in the library 
of the average general practitioner. Still, if it helped to 
make an early diagnosis it would deserve a place there. 


—Haro.p V. Zuser, M.D. 
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Annals of Internal Medicine 29:510. 
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magnification X 45 


Why physicians are using a suspension rather than 


a solution in treating intranasal infections . . . 


Because ‘Paredrine’-Sulfathiazole is a suspension of Micraform* 
sulfathiazole crystals—rather than a solution—it is not quickly 
washed away. The Suspension’s minute antibacterial crystals, 
which are deposited at the site of infection in a fine, even film, 
remain on infected mucosa for hours. They provide prolonged 
bacteriostasis precisely where it is needed most. 
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the most widely prescribed sulfonamide nose drop 
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George Crile, Jr., M.D. (left), of famous Cleveland Clinic, will present the first paper Wednesday morning. Donald M. 
Glover, M.D. (middle), will give a “different” presentation on “Emergency Room Surgery” during the 9:30 period 
on Tuesday. George H. Curtis, M.D. (right), another Cleveland Clinic authority, will discuss ‘Allergic Dermatitis.” 


Tue second day of the Cleveland Assembly will 
open with one of the best known names in American 
medicine: George Crile, Jr., M.D., of the Cleveland 
Clinic. Dr. Crile is a positive refutation of the old 
axiom that famous fathers seldom produce famous 
sons. A respected surgeon and an authority on 
thyroid, he is also a speaker of note. He has been 
associated with the department of surgery at Cleve- 
land Clinic Foundation since 1937, with an interim 
of four years of naval service during World War II, 
from which he emerged with the rank of Commander. 

Dr. Crile will differentiate between the soft, dif- 
fuse or multinodular thyroid enlargements and the 
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small, nodular goiters, which may be recorded 
without undue concern, and the solitary firm tumor 
which must always be suspected of malignancy. The 
expectancy of malignancy, on the basis of age, and 
the therapy of choice will be discussed. Dr. Crile 
will also review the two common types of thyroiditis, 
with reference to diagnosis and therapy. 

The 9:30 period will be devoted to a highly 
interesting and valuable analysis of “Emergency 
Room Surgery.” The speaker will be Donald M. 
Glover, M.D., director of surgery at St. Luke’s 
Hospital, Cleveland, and clinical professor of sur- 
gery at Western Reserve “University School of 
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Medicine. Dr. Glover is a graduate of Harvard 
Medical School, with special surgical training at 
Massachusetts General Hospital and Children’s 
Hospital of Boston. During the late world conflict 
he served as a Colonel in the Army Medical Corps. 
Dr. Glover will stress the philosophy of proper 
care of ambulatory or emergency conditions, with a 
review of lesions and trauma appropriate for office 
care. 

Immediate care of the surgical emergency will be 
detailed, with emphasis upon the sequence of 
therapy. He will round out this unique presentation 
with a description of the proper organization and 
equipment to best implement surgical therapy, both 
in the office and in the accident room. Every general 
practitioner who encounters emergency surgical 
problems (and that includes every general practi- 
tioner) will find real “take home pay” in this 
lecture. 

Immediately following the morning recess, Dr. 
George H. Curtis will present a paper on “Allergic 
Dermatitis.” Dr. Curtis has also been associated 
with Cleveland Clinic Foundation since 1937 and 
since 1946 has been associate professor of der- 
matology at the Bunts Educational Institute. He is 
a fellow of the American Academy of Dermatology 
and Syphilology, and a member of the Society for 
Investigative Dermatology, the American Derma- 
tological Association, and.numerous others. 

Dr. Curtis proposes to lessen the confusion on 
this subject by examining in detail the two specific 
entities which most frequently give rise to confusion 
in both diagnosis and management. In the case of 
atopic dermatitis, he will analyze—in terms of their 
morphologic and etiologic factors—the two principal 
phases of the disease. Similarly, he will discuss the 
cardinal points of difference in morphology and 
clinical course of both the acute and chronic forms. 
The presentation will conclude with a brief sum- 
mary of steroid hormone therapy. 

The final morning speaker will be Clarence S. 
Livingood, M.D., chief of the division of derma- 
tology at Henry Ford Hospital, Detroit. Dr. 
Livingood was recently professor of dermatology 
at the University of Texas School of Medicine, 
Galveston, and before that he was director of the 
department of dermatology at Jefferson Medical 
College. He is co-author of the Manual of Der- 
matology and author of extensive publications in 
the dermatologic literature. 

His lecture presentations are as attention-holding 
as they are authoritative. In this lecture, ““Com- 
monly Missed Diagnoses in Skin Diseases,” Dr. 
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Clarence S. Livingood, M. D. (left), of Henry Ford Hospital, will talk on “ Com- 
monly Missed Diagnoses in Skin Diseases.” Sol Katz,M.D., GP Associate Editor, 
will moderate the final Tuesday symposium on “ Tuberculosis.” 


Lt. Col. Eddy Palmer (left), Walter Reed Hospital, and Seymour J. Gray, M.D., 
Harvard, will participate in the “ Peptic Ulcer” panel discussions. 


Col. Carl W. Tempel (/eft) and Edgar W. Davis, M. D., will be the panel members 
during the symposium discussions on “Tuberculosis.” They represent, respec- 
tively, the medical and surgical approaches to the disease. 
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Livingood will go to the heart of one of the most 
perplexing problems encountered by the man in 
general practice—familiarity with clinical features 
which can lead to identification of many common 
skin disorders. He will indicate the importance, 
where several etiologic factors are involved, of 
evaluating laboratory tests, response to therapy, 
details of distribution patterns, and the course of 
the eruption. Differential diagnosis of cutaneous 
fungus and bacterial infections, and of contact 
eczematous eruptions will be emphasized and the 
role of laboratory procedures will be outlined. 


Two Symposia in Afternoon 


Beginning at 1:30 p.m., the afternoon session 
will be devoted to symposia on two important sub- 
ject areas. The first one, which will deal with 
“Peptic Ulcer,” will be moderated by Stuart 
Welch, M.D., professor of medicine at Albany 
Medical College and one of the country’s top 
authorities on the subject. His panel members will 
be Lt. Col. Eddy D. Palmer and Seymour J. Gray, 
M.D. Colonel Palmer, who has been on active duty 
with the Army for the past eight years, is chief of 
General Medicine Section 3 at Walter Reed Army 
Hospital. He is also instructor in medicine at 
Georgetown University School of Medicine. Dr. 
Gray has been assistant professor of medicine at 
Harvard Medical School since 1946, is senior as- 
sociate in medicine at Peter Bent Brigham Hospital, 
Boston, and consultant in medicine to the U.S. 
Naval Hospital at Chelsea, Mass. (He is a Lieu- 
tenant Commander in the Naval Reserve.) 

It is difficult, of course, to set down in advance 
any detailed report of the salient points which 
will be covered in a panel-type presentation. It 
may be anticipated, however, that the whole sub- 
ject will be touched upon. Special attention will 
probably be given to massive hemorrhage, discussion 
of the newer simplified techniques for endoscopic 
and roentgenologic examinations, and an evaluation 
of medical and surgical therapy, with emphasis on 
the criteria by which a choice of therapy should 
be based. 

The second symposium is equally pertinent to 
the man in general practice, and the participants 
will be equally outstanding in their chosen field of 
“Tuberculosis.” As moderator, the committee very 
wisely selected Sol Katz, M.D. Dr. Katz, who is 
familiar to readers of GP as one of its associate 
editors, is on the medical school faculties of both 

. Georgetown University and George Washington 
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Bischoff brand of dihydrocodeinone bitartrate 


SYRUP/TABLETS 


in acute respiratory 
infections 


in severe chronic cough 
from any cause 


Each teaspoonful (5 cc.) and each 
tablet contains 5 mg. dihydrocodei- 
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Single-Use unit of 4% oz. contains in each 
100 cc., 16 Gm. sodium biphosphate and 6 
Gm. sodium phosphate—an Enema Solution 
of PHospxo-Sopa (Fleet). 


SOMETHING NEW... 


The 
FLEET 
ENEMA 


Now in the new 


single-use disposable unit 


A distinctive feature of this-unit is its sanitary rectal tube 
protected by the cellophane envelope. After the tube is 

in position, the enema solution is instilled by squeezing the 
polyethylene container. A special rubber diaphragm 
prevents leakage and provides controlled rate of flow. 


SEGMENTAL CATHARSIS with the Fleet Enema affords 

clinically proved':*:*-*-° advantages for proctoscopy and 

sigmoidoscopy ‘—for preoperative cleansing and 

postoperative use* *—to relieve fecal or barium impactions'? 

—for use. in collecting stool specimens *—as a routine enema. 

Extensive experience shows that “within two to five minutes 

the left half of the bowel empties completely 

without pain or spasm.”? 

1. Burnikel, R. H. & Sprecher, H. C.: Am. J. Dig. Dis. 
19:191, 1952. 

. Marks, M. M.: Am. J. Dig. Dis. 18:219, 1951. 

. Marks, M. M.: Personal communication, 1952-1953. 

. Sweatman, C. A.: J. South Carolina M. A. 49:38, 1953. 


. Hamilton, H., in Trans. 5th Am. Cong. Obst. & Gyn., 
Mosby, 1952, p. 69. 


lo 


there only one 
FLEET ENEMA 
DOSAGE: Adults: 4 ounces. Infants and children: 


2 ounces or as directed by physician. 


“‘Phospho-Soda’ and ‘Fleet’ are registered 
trademarks of C. B. Fleet Co., Inc. 


Available through your regular source of supply. 


C. B. FLEET COMPANY, INC. 
Lynchburg, Va. 


University. He is also consultant in medicine at the 
D.C. General Hospital. The two members of his 
panel will be Edgar W. Davis, M.D. and Col. Carl 
W. Tempel of the Army Medical Corps. 

Dr. Davis is a colleague of Dr. Katz at George- 
town, where he is professor of thoracic surgery, as 
well as at D.C. General. He is also chief of surgery 
at Children’s Hospital, Washington, and lecturer 
for the Naval Medical Center at Bethesda, Md. 

Colonel Tempel, in addition to being chief of 
medical service at Fitzsimmons Army Hospital at 
Denver, is consultant in tuberculosis to the Surgeon 
General of the Army and associate clinical professor 
of medicine at University of Colorado Medical 
School. He served in the Pacific throughout World 
War II. Dr. Tempel has made extensive contribu- 
tions to the literature in his chosen field of pul- 
monary disorders. 

Dr. Katz and his confreres propose to examine 
first of all the important role of the general practi- 
tioner in the diagnosis and management of tuber- 
culosis, recognizing that its early detection by the 
family doctor is often a vital factor in the subsequent 
course of the disease—also that he must frequently 
rely upon his own resources in developing proper 
care and treatment. The panel will next evaluate 
the respective roles of surgery and drug therapy, 
outlining indications for the first and reviewing 
recent advances in the second. Finally, the problem 
of prevention will be discussed, with special attention 
to the use of BCG vaccination. 

All in all, the second day of the Cleveland Assem- 
bly will provide a series of rich deposits of golden 
information which every physician may carry home 
for effective application in his own practice. In- 
cidentally, have you made your hotel reservation? 


Arrangements Being Made 
For Ladies’ Activities 


Pians for the wives of Academy members attending 
the Cleveland Assembly are being made by the 
Ladies’ Entertainment Committee, under the chair- 
manship of Mrs. Herbert W. Salter. 

As in previous years, the wives are invited to 
attend the scientific sessions on Monday afternoon, 
March 22, in Public Auditorium. 

Tuesday noon a luncheon and fashion show will 
be held at the Carter Hotel, and tentative plans are 
being laid for a tour of Cleveland on Wednesday. 

More detailed information will be announced by 
the Ladies’ Entertainment Committee in a subse- 
quent issue of GP. 
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Sixth Annual Scientific Assembly 


SCHEDULE OF EVENTS 


Friday, March 19 —Board of Directors 10:00 a.m. 


Saturday, March 20 —ZJoint meeting, Board of Directors, Committee on Scientific 


Assembly, and Local Arrangements Committee 10:00 a.m. 
Registration for delegates and officers at headquarters hotel 10:00 a.m. 
Luncheon, Board, Scientific Assembly and Local Arrangements 

Committees 12:15 p.m. 
Congress of Delegates convenes 2:00 p.m. 
Congress of Delegates recess 5:00 p.m. 


Reference Committees 


Sunday, March 21 —Reference Committees 9:00 a.m. 
Registration for exhibitors and members ot auditorium 10:00 a.m. 
Ladies’ Registration 1:30 p.m. 


Congress of Delegates convenes 


Monday, March 22. —Registration for members at auditorium 


Congress of Delegates convenes 9:00 a.m. 
Ladies’ Registration 9:00 a.m. 
Scientific Assembly opens 1:00 p.m. 


State Officers’ Dinner 


Tuesday, March 23. —Scientific Assembly 
Ladies’ Luncheon and Fashion Show 


Delegates’ Dinner 


Wednesday, March 24—Scientific Assembly 


Ladies’ Tea and Tour 


President's Reception and Dance 


Thursday, March 25. —Scientific Assembly 
Scientific Assembly closes 12:00 m. 


Board of Directors 
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Formal Lecture Program — Sixth Annual Assembly 


Monday 


Tuesday 


Wednesday 


Thursday 


REGISTRATION 
BEGINS 9:00 


OPENING OF 

SCIENTIFIC AND 

TECHNICAL 
EXHIBITS 


9:00 


Opening of Program 
and Welcoming Speeches 


1:00 


Significance of 
Thyroid Enlargement 


George Crile, Jr., M.D. 


Medical Complications 
in Obstetrics 


Robert Myers, M.D. 


Rheumatic Arthritis 


Thos. F. Frawley, M.D. 


Emergency Room 
Surgery 


Donald M. Glover, M.D. 


Management of 
Vaginal Bleeding 


Robt. L. Faulkner, M.D. 


Other Collagen 
Diseases 


Robert Strecher, M.D. 


RECESS FOR EXHIBITS 


Allergic 
Dermatitis 


George H. Curtis, M.D. 


The Routine 
Multip 


Allan Barnes, M.D. 


Recent Advances in 
Therapeutics 


John C. Krantz, Jr., Ph.D. 


Commonly Missed 
Diagnoses of Skin 
Diseases 
Clarence S. Livingood, M.D. 


Unnecessary Surgery 
in OB-GYN 


Richard W. Telinde, M.D. 


Management of the 
Anemias 


Wnm. S. Middleton, M.D. 


NOON 


RECESS 


The Physician as 
A Citizen 


E. J. McCormick, M.D. 


Why Train for 
General Practice? 


Roscoe L. Pullen, M.D. 


The Family Doctor 
and Our Youth 


Joseph Hughes, M.D. 


Peptic Ulcer— 
Symposium 


C. Stuart Welch, M.D. 
Moderator 

Lt. Col. Eddy Palmer 

Seymour Gray, M.D. 


RECESS FOR EXHIBITS 


Headache, Dizziness 
and Syncope— 
Symposium 


Theodore von Storch, M.D. 
Moderator 
E. P. Fowler, Jr., M.D. 
Louis G. Moench, M.D. 
Sydney P. Schwartz, M.D. 


Rehabilitation, 
Live Clinic 


Howard A. Rusk, M.D. 


Tuberculosis— 
Symposium 


Sol Katz, M.D. 
| Moderator 
Edgar Davis, M.D. 
Col. Carl Tempel 


Beginning of Antibiotic 
Therapy 
Sir Alexander Fleming 


Antibiotics in Infectious 
Di Symposi 
Paul A. Bunn, M.D. 
Moderator 
Edward H. Kass, M.D. 
Vernon Knight, M.D. 
Mark H. Lepper, M.D. 


EVENING 


STATE OFFICERS 
DINNER 


| 
CONGRESS OF 
DELEGATES DINNER 


PRESIDENT’S 
RECEPTION 


ASSEMBLY 
CLOSES 
12:00 
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New Committee To Select General Practitioners’ AMA Exhibit 


Dr. Casebolt Says Selection To Be Made 
This Month at AMA's Interim Meeting 


THe project which will be de- 
veloped as the general prac- 
titioners’ scientific exhibit 
for the annual A.M.A. meet- 
ing next June will be select- 
ed this month during the 
A.M.A. interim session in St. 
Louis, according to Dr. M. 
B. Casebolt of Kansas City. 
Dr. Casebolt is chairman of 
the new committee set up this year through a grant 
from Wyeth, Inc. to develop and enlarge the pro- 
gram of the A.M.A.’s Section on General Practice. 

Members of the committee have suggested that 
the exhibit may be one from the University of 
Kansas School of Medicine showing its pioneer 
work in producing general practitioners for rural 
areas in Kansas and the Midwest. 

Dr. E. Grey Dimond, chairman of the medical 
school’s department of medicine, has outlined an 
exhibit which would demonstrate the advanced 
methods in general practice training at the Univer- 
sity. He believes that the general practitioner of the 
future must be specially trained for his job, begin- 


Dr. Casebolt. 


ning in the undergraduate years and not waiting 
until they are out in practice. 

Dr. Casebolt reports that since the selection is 
not final, the committee has studied several other 
suggestions which might be appropriate. At the 
St. Louis meeting the group hopes also to select 
projects for the next year or two so that preliminary 
work may begin on them. 

The K.U. exhibit, which is well under way on its 
own, if chosen, will be handled by Academy mem- 
ber, Dr. Jesse Rising, who is on the faculty there. 
Dr. Casebolt says future plans call for the scientific 
exhibits to be worked out and developed by indi- 
vidual general practitioners. 

He said other subjects under advisement are 
1) uses and abuses of needle therapy; 2) facies in 
disease; 3) newer electrocardiograph interpreta- 
tions for the general practitioner; 4) pathologic 
pictures in malnutrition and disease; 5) morbidity 
and mortality records in small hospitals maintained 
by general practitioners; 6) office obstetrics with 
demonstration of obstetrical parlor; and 7) manage- 
ment of bites and stings. 

The group has gathered information from a well 


THE impact of the recent speech made by Academy 
President U. R. Bryner of Salt Lake City during the 
24th annual scientific assembly of the Medical Society 
of the District of Columbia is evidenced by the fact 
that his speech was the topic of an editorial in 
The Washington Post, an independent newspaper in 
Washington, D. C. 

The editorial which appeared two days after the 
luncheon speech is as follows: 


Cost of Medical Care 


“Dr. Ulrich Redd Bryner, president of the American 
Academy of General Practice, has given the medical 
profession some excellent advice. Having twice visited 
Britain to study the operation of socialized medicine, 
Dr. Bryner was not favorably impressed by what he 
saw and heard. But he is clear-sighted enough to see 
thet the only reason Parliament created the National 


Health Services system was that ‘the people wanted 
it.’ Overwhelmed by the economic problem of pro- 
viding adequate medical care for themselves, the 
people unloaded their burden on the government. 
“It would be foolish to suppose that the same 
forces are not at work in the United States. Every 
time a family is bankrupted by illness or is forced 
to pay out all its savings to meet medical bills, 
sentiment in favor of compulsory health insurance is 
strengthened. If doctors are going to keep the Ameri- 
can public from ‘wanting’ a government-controlled 
health system, Dr. Bryner said, they ‘must give their 
patients the best medical care at a price the patients 
can afford to pay.’ In other words, the best guarantee 
against socialized medicine in the United States lies 
in a combination of low-cost private insurance plans 
and restraint and moderation on the part of individ- 
val doctors as they fix the rate of their charges.” 
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~ DEPENDABLE SPASMOLYSIS! | 
Effective B- Complex Therapy 


spasmolytic 7 sedative 
actions of Donnatal’ s natural bella- 


corrective therapy for coexisting 
deficiencies of important B vitamins. 


In fatigue states associated with 
abnormal carbohydrate metabolism 
belladonna alkaloids protect pancreatic sulfate, 0.3111 mg. 


tissue from vagus overstimulation ; Ss atropine sulfate, 
: 0.0582 mg. 


thiamine hydro- 
chloride, 9.0 mg. 
riboflavin, 6.0 mg. 
nicotinamide, 
30.0 mg. 
calcium pan- 
tothenate, 6.0 mg. 
pyridoxine, 1.5 mg. 
(Dosage may 
be doubled, as 
required) 


| 


known Academy member, Dr. D. G. Miller of Mor- 
gantown, Ky., who has prepared exhibits in the past 
for A.A.G.P. and A.M.A. meetings. He has advised 
them on procedure and pitfalls of preparing ex- 
hibits. 

Others on the committee, all A.A.G.P. members, 
are Drs. Edwin Matlin of Mt. Holly Springs, Pa., 
Lester Bibler of Indianapolis, Ind., Charles McAr- 
thur of Olympia, Wash., and E. I. Baumgartner of 
Oakland, Md. 


Sir Alexander Fleming, A Drawing Card 
To Sixth Annual Scientific Assembly 


THE modest, unassuming Sir Alexander Fleming of 
London, England, whose discovery of penicillin has 
been attributed to a “triumph of accident and 
shrewd observation,” will be one of the chief draw- 
ing cards at the Academy’s Sixth Annual Scientific 
Assembly in Cleveland. 

Sir Alexander will appear on the March 24 
(Wednesday afternoon) program presenting “The 
Beginning of Antibiotic Therapy,” and will also 
participate in a symposium on antibiotics. During 
his visit in this country next spring many special 
honors are being planned for him. A proposed 
agenda includes a visit in Washington, D. C. to 
meet the President and Mrs. Eisenhower, special 
recognition during the annual Latter Day Saints 
Conference in Salt Lake City, and a tour of out- 
standing scenic spots in the South and Far West. 


- 


Sir Alexander Fleming, the discoverer of penicillin, examines 
week-old drug cultures of the penicillin-producing mold in his 
London laboratory. 
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An Academy Officer's Profile . . . 


A Founder of AAGP, Now Treasurer 


Acapemy treasurer, Dr. Hol- 
land T. Jackson of Ft. Worth, 
Texas, was a member of the 
little group in San Francisco 
that made plans for organiz- 
ing the A.A.G.P. before it 
became a reality in 1947 at 
Atlantic City. He first served 
in an official capacity as a 
member of its initial board 
of directors. 

Dr. Jackson, who succeed- 
ed Dr. U. R. Bryner to the post of treasurer at the 
1952 Atlantic City Assembly and who was re-elected 
to the post in St. Louis this year, was born January 20, 
1910, in Copperas Cove, Texas. He received his 
bachelor of science degree from Trinity University in 
1931 after an 18-month stint in the oil fields. 

He received his M.D. from the University of Texas 
Medical School at Galveston in 1935. In Detroit, 
Michigan, he interned at Detroit Receiving Hospital 
and then returned to Methodist Hospital, Fort Worth, 
where in 1936-37 he took a mixed residency, similar 
to a general practice residency today. The young 
Texan then entered private practice with an older 
man and during this two-year span he also took 
preceptor-type training, assisting several physicians 
doing major surgery. 

Dr. Jackson participated in the organization of the 
Texas chapter of the A.A.G.P. and was its second 
president. During his year of office, the chapter held 
its first scientific meeting. 

As one of the first officers of the General Practice 
Section in the Texas Medical Association, he served 
as secretary and later as its chairman. The section 
was created by the delegates from Tarrant County, 
Dr. Jackson’s home community. 

When Dr. Jackson first returned to Fort Worth 
from Michigan he met Clara Eugene Mercer, who was 
supervisor of the obstetrical department in Methodist 
Hospital (now Harris Hospital). In March of 1939 
they were married. The Jacksons have three children 
—a son, Donald Jay who is 13, and two daughters, 
Martha, 11, and Brenda Lee, 9. 

The Academy treasurer is chief of staff and a mem- 
ber of the board of trustees of Harris Hospital, where 
one of the first departments of general practice in the 
state was set up. Although about 90 per cent of the 
hospital’s doctors confine their work to specialties, 
Dr. Jackson says the esprit de corps is excellent. He 
is also on the staffs of St. Joseph’s Hospital, All Saints 
Hospital, Pennsylvania Hospital, and the new Cooks 
Memorial Children’s Center. 


Dr. Jackson. 
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Each tablet or each teaspoonful (5 cc.) of 
chocolate-flavored suspension contains: 
Sulfadiazine... .......0.167 Gm. 
Sulfamerazine.........0.167 Gm. 
Sulfamethazine. .......0.056 Gm. 
Sulfacetamide, ........0.111 Gm, 
Tablets: Bottles of 100. 
Suspension: Bottles of 4 and 16 oz. 


w/penicillin 


Each tablet or each teaspoonful (5 cc.) of 
chocolate-flavored suspension contains: 


Sulfadiazine. Gm. 
Sulfamerazine............0.167 Gm. 
Sulfamethazine........... es Gm. THE NEW 
Sulfacetamide. ........... Gm. 
Potassium Penicillin G QUADRI-SULFA MIXTURE 

(Buffered)... ..250,000 units 
Tablets: Bottles of 36 and 100. 
Powder: In 60 cc. vials to provide 2 
oz. of suspension by the addition of 
40 cc. of water. 


the new fourth dimension in sulfa therapy 


Clinical experience indicates that the four sulfas in Deltamide 
provide high and sustained therapeutic sulfonamide blood levels. 
More recently, clinical experience and research indicate that sulfona- 
mides plus antibiotics have a synergistic or additive action against 
some organisms when used together as antibacterial agents. Renal 
toxicity and blockage are minimal. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY e CHICAGO 11, ILLINOIS 
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The incident which has given Dr. Fleming world 
recognition was, of course, his discovery of the mold 
from which penicillin is derived. While he was en- 
gaged in research on influenza, mold had developed 
accidentally on a staphylococcus culture plate and 
he discovered that the mold had created a bacteria- 
free circle around itself. Experimenting further he 
found a more liquid mold culture which prevented 
growth of staphylococci, even when diluted 800 
times. He named the substance penicillin and pub- 
lished his results in the Journal of Experimental 
Pathology in 1929. 

In Dr. Fleming’s own words, it was the “hand 
of God” acting in human affairs when, with World 
War II, scientists again began to study penicillin 
and to develop it. Up to that time little had been 
done since report of the discovery in 1929. 

Dr. Fleming has received no monetary gain from 
this contribution to the world of medicine. In living 
up to the standard deemed desirable in a man of 
medical research, his reward came in being knighted 
in 1944 by the late King George VI and in being 
awarded the Nobel prize in 1945. In 1943 he was 
made a Fellow of the Royal Society. 

Sir Alexander, born in Lochfield, Scotland in 
1881, won academic distinction during his years 
of schooling at Kilmarnock Academy and St. Mary’s 
Hospital Medical School, University of London. 


é 


Chairman of the Local Arrangements Committee for the 
A.A.G.P.’s Sixth Annual Scientific Assembly which will be held 
in Cleveland, is Dr. Herbert W. Salter. Dr. Salter, president- 
elect of the Ohio chapter, is very active in medical functions and 
is also a member of the board of directors of the Cleveland 
Academy of Medicine. 
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Formal President's Reception Planned 
For First Time at Cleveland Assembly 


Tue big social event of the Academy’s Sixth Annual 
Scientific Assembly in Cleveland next March will 
be a President’s Reception, Mac F. Cahal, executive 
secretary, announced following a preliminary plan- 
ning meeting held September 25 in Cleveland with 
President U. R. Bryner and the Local Arrange- 
ments Committee. 

The President’s Reception will take the place of 
a banquet which has been held at previous Academy 
assemblies. Mr. Cahal points out that there were 
many reasons for making this change. As the 
Academy has grown and the Assembly registration 
has increased, each year it has become more dif- 
ficult to find a suitable place for the annual banquet 
that will accommodate all those who want to 
attend. 

In Cleveland, the most who could be accom- 
modated at a dinner would be 950. So with the 
thought of including everyone, the reception was 
deemed the best idea with the blessing of President 
Bryner. The formal reception will be an outstanding 
affair that will be long remembered. 

The evening may be spent greeting officials, 
special guests, and friends and an outstanding 
orchestra will be on hand to provide music for 


Mrs. Herbert W. Salter, Cleveland, is at the helm of the Ladies’ 
Entertainment Committee for the 1954 Scientific Assembly. 
Mrs. Salter, who has been president of the Superior Carbon 
Company and Dobbins Manufacturing Company for the past 
seventeen years, is active in medical work, now serving as 


president of the Woman’s Board of Doctors Hospital. 
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On the Calendar 


AcADEMY chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly 


Dec. 1-4. American Medical Association, clinical 


session, headquarters at Hotel Jefferson, St. 
Louis, Mo. 


12. Delaware chapter, fourth annual meeting 
Wilmington, Delaware. 


4-16. New York University Postgraduate Medical 
School, courses in anesthesiology, New York, 
¥. 


. 4—March 9. University of Utah College of Medi- 
cine, postgraduate course on recent advances 
in clinical electrocardiography, evenings, Salt 


Lake City, Utah. 


. 4-June 18. Northwestern University Medical 
School, postgraduate basic course in ophthal- 
mology, full time, Chicago, Ill. 


. 11-13. University of Kansas Medical School, 
course in medical technology, full time, K.U. 
Medical Center, Kansas City, Kansas. 


. 11-16. Tulane University School of Medicine, 
course in surgery, gynecology and trauma- 
gology, full time, New Orleans, La. 


. 11—March 6. New York Medical College, course 
in treatment methods in psychiatry, New 


York, N. Y. 


. 15. Kansas City Academy of Medicine, monthly 
meeting, Dr. J. Ross Veal of Washington, 
D. C. to speak, Bellerive Hotel, Kansas City, 
Mo. 


. 26-28. International Medical Assembly of South- 
west Texas, Inc., graduate assembly, San An- 
tonio, Texas. 


. 1-5. University of California School of Medicine, 
courses in cardiovascular diseases and electro- 
cardiography, Medical Center, San Francisco. 


Feb. 10-12. University of Utah College of Medicine, 


course in gastroenterology, Salt Lake City, 
Utah. 


Feb. 25-27. American Academy of Forensic Sciences, 


sixth annual meeting, Drake Hotel, Chicago, 
Illinois. 


March 22-25. American Academy of General Prac- 


tice, Sixth Annual Scientific Assembly, Public 
Auditorium, Cleveland, Ohio. 


dancing in the spacious ballroom at Hotel Cleve- 
land. Drinks may be purchased at a bar set up for 
the evening and there will be a magnificent table of 
hors d’oeuvres. All members and their wives will 
be invited, without charge. 

Dr. Herbert W. Salter of Cleveland, chairman of 
the Local Arrangements Committee, and members 
of his committee met with members of the Head- 
quarters staff to decide about the reception and other 
Assembly details. 

Dr. Salter announced that the following persons 
had been named chairmen of the subcommittees: 
Dr. H. D. Iler of Lakewood, Registration; Dr. Jay 
B. Price of Cleveland, Hospitality; Dr. Eugene 
Peters of Cleveland, Scientific Exhibits; Dr. Simon 
Bunin, Local Publicity; and Mrs. Salter, Ladies 
Entertainment. 

The Headquarters staff selected an official florist, 
a photographer, printer for the Daily Bulletin, and 
located rooms for business and social events. 


Industrial Physician's Job Goes Hand 
In Hand with General Practitioner's 


Wiru the trend toward “treating the whole man,” 
Dr. Earl C. Bonnett and Dr. Robert Collier Page 
pointed out at a recent conference called by the 
National Fund for Medical Education in New York 
that the job of the industrial physician in the 
future may not differ much from that of the general 
practitioner. 

Dr. Bonnett, medical director of Metropolitan 
Life Insurance Co., and Dr. Page, a co-chairman of 
the Medical Advisory Committee, say that cur- 
riculum emphasis on industrial medicine as a 
separate discipline, therefore, may not be necessary. 
The big job of the doctor in industry is prevention 
and health conservation. 


Fewer Approved Internships This Year 
According to Annual AMA Report 


For the first time in several years, the number of 
internships has decreased over the previous year, 
according to the A.M.A.’s annual report on ap- 
proved internships and residencies. This year there 
are 11,006 approved internships in 856 hospitals 
as against 11,467 in 865 hospitals in 1952. 
Ninety per cent of the internships are rotating 
in type, an increase of six per cent over last year. 
The percentage of internships filled (72 per cent) 
has remained the same for the past two years. 
The number of hospitals offering approved gen- 
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Anatomy the Pelvis 
and Hip Joint 


13 
14 


15 


16 


17 
18 


19 


1 Ovarian artery and vein 

2 Vena cava; lumbar 
lymph nodes 

3 Right common iliac artery 
and vein 

4 Iliolumbar ligament; 
branches of iliolumbar 
artery and vein 


5 Lumbosacral ligament; 
superior gluteal artery 
and vein 


6 Anterior sacroiliac 
ligament; internal iliac 
(hypogastric) artery 

7 External iliac artery 
and vein 


8 Obturator artery and vein 
9 Inferior gluteal artery 
and vein 
10 Sacrospinous ligament; 
uterine artery and vein 
11 Sacrotuberous ligament; 
vaginal artery and vein 
12 Inguinal ligament; internal 
pudendal artery 
13 Lliofemoral ligament; 
branches of lateral femoral 
circumflex artery and vein 
14 Lacunar ligament 
15 Lateral femoral circumflex 
artery and vein 
16 Femoral artery and vein 


“ 


\ 


t 


17 Perforating arteries 
and veins 


18 Deep femoral artery 


and vein 
19 Great saphenous vein 
20 Aorta; ilioinguinal nerve 
21 Lateral aortic lymph nodes 
22 Lumbar nerves 
23 Hypogastric sympathetic 
plexus 
24 Sympathetic trunk 


25 Lateral femoral cutaneous 
nerve 


26 Middle sacral artery and 
vein; lumbosacral trunk 


27 Sacral nerves 

28 Femoral nerve 

29 Lateral sacral artery 
and vein; anterior 
sacrococcy geal ligament 

30 Lunate articular cartilage; 
joint cavity 

31 Acetabular fat pad; 
ligamentum teres 

32 Interpubic fibrocartilage 

33 Superior pubic ligament 


34 Anterior branch of lateral 
femoral cutaneous nerve 


35 Obturator nerve 
36 Great sciatic nerve 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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Many infections attack the pelvic organs, 


as well as the surrounding bony structures. 


CHLORTETRACYCLINE 


promptly controls susceptible infections 
involving the bladder, the reproductive organs, 
the blood and lymph vessels, the pelvic 


peritoneum, the pelvic bones and the bip joints. 


The frozen pelvis and the pelvic cripple 


are becoming things of the past and 


LEDERLE LABORATORIES DIVISION 
american Cyanamid company 


La 


30 Rockefeller Plaza, New York 20, N.Y. 


| 
ureomy cin has oyten p1 oved saving. 
* TRADE-MARK 
‘ 
4 


R. B. Robins, M.D. 
A.A.G.P. Past President 


eral practice residencies increased from 105 in 1952, 
to 123 in 1953 with 278 positions. As of September 
1, 1953, 51 per cent of these positions were filled. 
This percentage is below the average for all resi- 
dencies, 77 per cent filled, but higher than some 
of the specialty residencies. General practitioners 
planning to develop a general practice residency 
at their hospital should keep in mind that although 
interest in such training is increasing, there are 
more positions available at the present time than 
there are young physicians to fill them. 


American Cancer Society Makes Color 
Films Available for Medical Groups 


As A service to the medical profession, American 
Cancer Society, Inc., has made available a dis- 
tinguished series of color films on cancer which 
can be shown in hospital staff conferences, medical 
schools, postgraduate refresher courses, and state 
and county medical meetings. 

The color pictures, all 16 mm. sound films, 
graphically demonstrate the newer diagnostic tech- 
niques in cancer and are sponsored jointly by the 
American Cancer Society and the National Cancer 
Institute of the United States Public Health Service. 

Films available cover the problem of early diag- 
nosis of: general cancer, breast cancer, gastro- 
intestinal cancer, uterine cancer, oral cancer, and 
lung cancer. 

Showings of these and other teaching films in 
the Society’s Professional Film Loan Library can 
be arranged by the Division of the American Can- 
cer Society in your state by request. 
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A.A.G.P. President-Elect 


D. J. Withington. 
Director of Wyeth Promotion 


Drs. Robins and Hildebrand Speak 
To Group of Pharmaceutical Executives 


Past President R. B. Robins of Camden, Ark., and 
President-Elect W. B. Hildebrand of Menasha, Wis., 
spoke at a meeting of Wyeth, Inc., executive sales 
and management group on November 30 at Sea- 
view Country Club in Absecon, New Jersey. 

The purpose of the meeting was to expose top 
people in the Wyeth sales and management group 
to candid views of “the other side of the fence.” 
Both Dr. Robins and Dr. Hildebrand presented the 
case for the physician on how he likes to receive 
his information on new products. 


General Practitioners’ Lot in England 
Needs Definite Improvement—Dr. Garlan 


**THE general practitioner in 
Great Britain certainly needs 
rehabilitation,” Dr. Samuel 
A. Garlan of New York City 
said in an interview follow- 
ing his recent trip to Europe 
where he was appointed to 
serve as an official observer 
from the A.A.G.P. to the 
World Medical Association 
meeting. 

While attending the Conference on Medical Edu- 
cation in London, which preceded the W.M.A. 
meeting, Dr. Garlan had time to observe the British 
health system rather closely. He maintains that the 
British general practitioner has essentially been 
reduced, under the British health plan, to a “rubber 


Dr. Garlan. 
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stamp.” Dr. Garlan reflected that the medical setup 
reminded him of his hospital corps days in the 
Navy. 

**His work is about the same and quite similar,” 
he said. 

**As a whole he has no time to follow his patient 
into the hospital; to stand by at surgery and to see 
post-mortem examinations. He has no hospital 
connections to speak of; he makes no rounds, and 
in most cases does not have time to attend post- 
graduate courses. 

“Surprisingly enough, general practitioners as a 
whole have become rather philosophic and content 
with their lot, and will argue and try to convince 
you that they are giving the best possible medicine 
to their patients.” 

He told of his visit with Dr. F. M. Rose of Eng- 
land, a charter organizer of the Royal College of 
General Practitioners, who has been very active in 
organizational work in the B.M.A. They discussed 
problems, pro and con, of the general practitioner 
in England and America. 

Dr. Rose told Dr. Garlan that there are approx- 
imately 20,000 general practitioners in Great 
Britain (there being 67,000 members in the B.M.A.) 
and that the Royal College of General Practitioners 
had at that time approximately 2,000 members and 
hoped to enlarge the membership greatly after its 
November meeting. The suggestion of an interna- 
tional meeting of general practitioners was received 
enthusiastically by the English physician. 

At the London conference Dr. Garlan said he had 
been told that a physician from France was at- 
tending as a representative of general practice for 
that nation. 

Dr. Garlan’s visit was cut short because of a case 
of Trigeminal Herpes Zoster which kept him from 
attending the Seventh General Assembly of the 
W.M.A. in The Hague. 


New Education Committee Chairmen 
For Kansas, Nebraska at Meeting 


Dr. Firoyp E. Duenseck of El Dorado, new 
chairman of the Kansas chapter’s Committee on 
Education, and Dr. Joseph P. Drozda of Omaha, 
newly-appointed chairman of Nebraska’s Committee 
on Education, joined Dr. Jesse D. Rising, regional 
advisor and member of the A.A.G.P. Commission 
on Education at a regional meeting in Kansas City 
October 4. 

Dr. Donald H. Kast, from the Iowa Committee 
on Education, was unable to be present. 
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The trio representing Kansas, Missouri, and Nebraska at the 
recent regional meeting of the Commission on Education in 
Kansas City are Dr. Floyd E. Dillenbeck of El Dorado, Kas., 
(left to right) Dr. Jesse D. Rising of Kansas City, Mo., and 
Dr. Joseph P. Drozda of Omaha, Nebraska. 


During the session, Dr. Drozda stated that the 
Nebraska chapter is working with the University of 
Nebraska and Creighton University medical school 
relative to postgraduate courses for members. 

Dr. Rising, who also is chairman of the Missouri 
chapter’s committee on education, suggested that 
all the state chapters who publish their own bul- 
letins should list the courses available in their area - 
and if possible, include the amount and type of 
credit that will be given. 

Dr. Dillenbeck reported that the Kansas State 
Medical Society, State Board of Health, and the 
University of Kansas Medical Center are conducting 
circuit courses in the state and general practi- 
tioners have no difficulties obtaining the necessary 
postgraduate study at cities close to their homes. 
It was agreed that the Kansas chapter should work 
for representation on the planning committee of 
these circuit courses. 

In Missouri the chapter has employed on a part- 
time basis, Mr. Ray McIntyre, field secretary of the 
Missouri State Medical Association. Mr. McIntyre 
works with local groups to organize postgraduate 
courses for doctors in a group of counties. The 
purpose of the Missouri chapter’s program is to 
decrease the number of smaller meetings and in- 
crease the quality of these larger group meetings. 

Dr. Rising asked for ideas on the practicality of 
home study courses. He pointed out that a home 
study course had been tried, with some success, at 
the University of Kansas Medical School, on the 
interpretation of electrocardiographs. It was the 
feeling of the group that home study courses should 
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not be discouraged, but that the evaluation of 
credit for such courses would have to be made by 
the Commission on Education on an individual 
basis. 

All present felt that the proposed Survey of 
Services rendered by general practitioners should 
be limited to Academy members. This survey would 
be conducted to 1,500 to 2,000 general practitioners 
for the purpose of providing information so that 
the A.A.G.P. could make recommendations to med- 
ical schools on methods of improving the training 
for general practice. 


Number of Medical Graduates Reaches 
New High with 6,668 Listed for 1953 


A new high was established for medical graduates 
this year—6,668 students received their Doctor of 
Medicine degree. The number of students enrolled 
in approved medical schools also reached a new 
record, with a total of 27,688. 

When the students now enrolled in the four new 
medical schools (University of Miami, University of 
Mississippi, University of California at Los Angeles, 
and University of North Carolina), not yet in- 
cluded in the American Medical Association’s list, 


are included there will be a significant increase 
in graduates and enrollment. 

The A.M.A.’s Council on Medical Education and 
Hospitals’ Fifty-third annual Report on Medical 
Education, published in the September 12 issue of 
the J.A.M.A., provides a detailed analysis of all 
phases of medical education. The results of the 
“Survey on Medical Education,” conducted jointly 
by the A.M.A. and the Association of American 
Medical Colleges, are summarized. The report 
states: 


Some may be disappointed that the survey does not blue- 
print a new philosophy or new program of medical education. 
Although such an approach might have been an interesting 
and stimulating one, the survey felt that its most useful 
approach would be to provide a glass into which each school 
could peer and ask itself which of the faults and failings 
of American medical education there mirrored are cast by 
its image. To a large degree the report of the survey has 
been successful in achieving this end, and the self-examina- 
tion it is certain to stimulate in each school should lead 
to a very definite improvement in medical education in this 
country in the years immediately ahead. 


Medical school faculties’ and students’ interest 
in education for general practice continues on a 
high level. A high proportion of the schools sponsor 
one or more programs designed to increase student 
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interest in a career in general practice. Many schools 
state that their primary objective is preparing 
students for general practice. 

In the field of postgraduate education, there was 
a general increase in courses for general practi- 
tioners. Some of these new programs are sponsored 
by state chapters of the Academy of General Prac- 
tice, but medical schools and other sponsoring 
organizations also added general practice refresher 
courses to their programs. 


An AAGP Leader Named Massachusetts 
General Practitioner of the Year 


A MEMBER of the A.A.G.P. 
Finance Committee, Dr. 
James Greenleaf Simmons of 
Fitchburg, Mass., has been 
named Massachusetts’ Gen- 
eral Practitioner of the Year 
by the state medical society. 

Dr. Simmons, who is 58 
years of age, has been in 
general practice more than 
28 years in Fitchburg” His name will be presented 
as Massachusetts’ nominee for the A.M.A.’s annual 
General Practitioner Award at the A.M.A. interim 
session in St. Louis this month. 

In nominating Dr. Simmons for the state honor, 
Dr. F. Richard Pierce of Gardner, president of the 
Worcester North District Medical Society of which 
Dr. Simmons is a member, stated: 

“Dr. Simmons has distinguished himself as a 
conscientious and capable physician of the highest 
ethical standards. His sincere devotion to his pa- 
tients and to the profession has enabled him to 
attain wide recognition among his colleagues and 
the general public.” 

He pointed out Dr. Simmon’s interest in familiar- 
izing himself with advances in medicine through 
postgraduate meetings and current medical litera- 
ture, and his outstanding record as a leader in civic 
progress. 

Complimenting the Fitchburg physician and his 
wife, a testimonial dinner committee arranged a 
dinner and reception on October 29 in Fitchburg. 


Dr. Simmons. 


Medical News in Small Doses: 


Dr. Hucu Hussey, medical editor of GP, has been 
appointed Professor of Preventive Medicine and 
Public Health at Georgetown University Medical 


School according to an announcement from Father 
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THE MA-LADY LINGERS ON 


Wantep—Nurse, permanent, to care for mid- 
dle-aged invalid gentleman. Bust be attractive. 
— Wynne (Tenn.) Forum. 


DEADLINE 


Decemser | is the deadline for filing entries 
to the Twentieth West Michigan Fat Stork 
Show to be held December 11-13 in Grand 
Rapids.—Hastings (Mich.) Banner. 


WET REPORT 


JUNE BABIES FLOOD OTTAWA HospITaL.—Head- 
line in the Halifax (Canada) Herald. 


THEN MEDICAL ATTENTION 


Cookep shredded green cabbage and cooked 
coarsely-shredded surfaces, remember to apply 
the wax to no more than a few square feet at a 
time, rubbing only enough to loosen the dirt. 
While the wax is still moist, polish with a clean 
dry cloth.—Recipe in the Monmouth (lL.) 
Review Atlas. 


THE NEW PARENTHOOD 


Tue Valley City Townsend Club are the proud 
parents of a son. All doing well.—Valley 
(Mont.) Times. 


STATISTIC 


A stupy by three physicians showed that per- 
haps two out of three births in the U. S. 
result from pregnancies.—Columbus (Ohio) 
Citizen. 
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Edward Bunn, president of the University. ... 
During the 24th annual scientific assembly of the 
Medical Society of the District of Columbia in 
Washington, D. C., Academy President U. R. 
Bryner was guest speaker at the Medical Society’s 
luncheon on October 5. His subject was “Specialist 
and General Practice Medical Care Under the 
National Health Service of Great Britain.” ... 
Sixty-two physicians from Delaware, Pennsylvania, 
Maryland, New Jersey, and the District of Columbia 
are attending the postgraduate course in cardi- 
ology being given at the University of Maryland. 
... Dr. Hewitt M. Smith of Harrington, a member 
of the Delaware chapter, has been elected president 
of the Delaware State Medical Society. ... In the 
special Medical Anniversary Section of the Houston 
(Texas) Chronicle, the progress made by general 
practitioners in the past 50 years received special 
recognition. The fruits of their progress are at- 
tributed largely to the activities of the A.A.G.P., 
as the feature relates. The article gives the purpose 
which led to the Academy’s founding on June 7, 
1947 in Atlantic City and goes on to show the 
benefits which general practitioners and the public 
have derived from its high standards of postgraduate 
study. Another story in the Section is devoted to 


the preceptorship plan which is sponsored by the 
Texas chapter. ... The Diamond Jubilee meeting 
of the Montana Medical Association was celebrated 
with the issuance of an attractive booklet giving 
the history of the organization. Minutes of its 
organizational meeting and photographs of charter 
members and early meeting places make this a fine 
memento for the Montana doctors. ... Academy 
member, Dr. Mary J. Ross of Binghamton, has been 
named the Outstanding General Practitioner of 
1953 by the Medical Society of New York. She is 
the first woman to be so honored by the state 
society. Dr. Ross, 76, a native of Canada, obtained 
her medical degree from Johns Hopkins University 
in 1907. She has delivered 3,200 babies in her 44 
years of practice. . .. Dr. W. D. Hoover, represent- 
ing the Tulsa (Oklahoma) chapter of the A.A.G.P., 
is a member of the Medical Advisory Board of the 
new Children’s Medical Center which opened re- 
cently in Tulsa. Just prior to its dedication, The 
Tulsa Tribune printed a special Children’s Medical 
Center section. ... Ground breaking for the first 
four buildings of the Albert Einstein College of 
Medicine, the first new medical school to be estab- 
lished in New York City since 1898, was on October 
25. The college is under the sponsorship of Yeshiva 
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University. The class to consist of 100 freshmen, 
will be admitted in the fall of 1955. Honorary chair- 
men of the medical college campaign include Vice 
President Richard Nixon, Governor Thomas Dewey, 
Mrs. Franklin D. Roosevelt, Eddie Cantor, George 
Meany, and Walter P. Reuther. ... Open house 
honoring Academy member, Dr. H. W. Brink of 
Delevan, Ill., who is retiring after thirty-four years 


What Others Are Saying . . . 


Best for the Profession, Best for the Public 


“Ir 1s generally agreed that the study of medicine 
is a life-long endeavor. The clinical concept of 
yesterday gives way to the better understanding of 
disease today. Therapeutic concepts change with 
amazing rapidity. Psychotherapeutic techniques have 
been an extraordinary development in the past dec- 
ade. The ideal of medical technological progress is 
to offer all patients the kind of service to which we 
believe they are entitled, and which they are begin- 
ning to demand as a basic human right. 

“It is obvious that scientific medicine in itself has 
not been the complete answer to human ills. Psy- 
chologic, sociologic, and economic forces are playing 
an increasingly important role. Recognition of this 
fact, obvious to the doctor in active practice, should 
be one of the goals in postgraduate study. The 
undergraduate curriculum is too crowded to give 
this matter close attention. As a corollary, post- 
graduate medical education should study the patient 
as a whole, instead of isolated anatomic parts. For 
the family physician this 1s a basic necessity; other- 
wise he finds himself merely treating symptoms. 

“Keeping abreast of the changing world of medi- 
cine offers considerable difficulty for the family phy- 
sician. Despite the fact that he may be motivated by 
a sincere desire to increase his knowledge, the post- 
ponement of further study from year to year grad- 
ually lessens his medical efficiency. 

“Until recently, economic hardship was the ex- 
cuse for deferring postgraduate study. The family 
doctor could not afford the time to leave his practice 
for any extended period. Moreover, he often had to 
travel long distances to another city. Under the im- 
petus of the American Academy of General Practice, 
in its attempt to fulfill its membership requirements 
for postgraduate study, all of the above has changed. 
Now it is possible for a busy family doctor to spend 
from two to six hours, one day a week, in his own 
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of practice there, was held recently by Delevan 
residents. . . . Two well-known Peruvian surgeons, 
Francisco Grana Reyes and Esteban Rocca, have 
performed a successful and virtually bloodless brain 
operation using only instruments of the Inca period 
of 2,000 years ago, according to a report from Lima, 
Peru, appearing in the October 4 issue of the New 
York Times. 


home town. There he can conduct his practice and 
take a postgraduate course in a subject of his per- 
sonal choice, always within reach of his office. 

“With the truly gratifying cooperation of the 
medical schools, state and county medical societies, 
there has been arranged short, intensive postgradu- 
ate courses of practical interest to the physician. 
Emphasis is placed on actual case presentations 
rather than on didactic lecture material. Audio-visual 
aids will be used wherever possible. ‘What can the 
physician employ the following day in his office?’ is 
the main criterion for the course outline. 

“Physicians interested in a particular course 
should communicate directly with the sponsoring 
institution or individual for information on enroll- 
ment dates, duration, fees and subjects to be pre- 
sented. 

**Let us all try to insure our medical future by 
subscribing to a postgraduate course today. We will 
benefit, and, what is more important, our patients 
will benefit.”°-—Dr. Louis H. Weiner of Philadelphia, 
Pa., Regional Director of the Commission on Edu- 
cation of the A.A.G.P. and member of the Commis- 
sion on Graduate Education of the Medical Society 
of the State of Pennsylvania, September 5, 1953 
Philadelphia Medicine. 


> 
aN — 
2 
€ 
i 
+ 
157 
2 


BICIL 


dibenzylethylenediamine dipenicillin G 


THE NEW FORM 
OF PENICILLIN 


RICKETTSIAL 


BACTERIAL SPIROCHETAL VIRAL 
BACILLARY 
OTHER DRUG PENICILLIN PENICILLIN OTHER DRUG 


: 
) 
Be 
: 
: 
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Injection BICILLIN A-P —For surgical and hospital use. High, prolonged penicillin 
blood levels. 
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bat acute infections; prolonged, continuous levels 
to prevent recurrences, reinfections, or relapses. 
In the new Tubex—sterile needle units. 
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Medical Bulletin Airs Viewpoints of AAGP Member and Evarts Graham 


THE issue raised by certain leaders of the American 
College of Surgeons in public statements on un- 
ethical surgical practices was brought into sharp 
focus in two articles recently published in the 
Bulletin of the Allegheny County (Pennsylvania) 
Medical Society. 

The initial article, an excerpt from The 1952 Year 
Book of General Surgery by Dr. Evarts A. Graham, 
provoked a reply by Dr. Arthur Clateman of Pitts- 
burgh, a member of the Academy, to his charges. 

Dr. Graham voiced complaint that: “Within the 
short period since World War II, there has been 
an increasingly aggressive attempt on the part of 
some general practitioners to block the development 
of surgical specialization.” He stated that a recent 
unpublished survey in North Carolina shows that 
approximately 40 per cent of the surgery in that 
state is done by general practitioners. 

He asked, “Can surgical procedures be performed 
as well by the untrained as by the trained man? .. . 
Why do general practitioners without special train- 
ing in surgery wish to do it? . . . The hungry doc- 
tor, especially when he becomes a surgeon can be 
the most dangerous of men.” 


Dr. Clateman Has Rebuttal 


In Dr. Clateman’s rebuttal he termed the pub- 
lishing of Dr. Graham’s comments “unfortunate” 
because of the half-truths and distortions. 

He said, “Dr. Graham makes his assertions upon 
several false premises, as follows: (1) That all board 
certified surgeons are good surgeons; (2) that all 
general practitioners (non-boarded) are untrained; 
(3) that general practitioners are attempting to 
block the development of surgical specialization; 
(4) that general practitioners are ‘hungry doctors’ 
and that all board certified surgeons are above re- 
proach; and (5) that general practitioners deny the 
need for specialists.” 

Dr. Clateman said it is obvious to any thinking 
person that there are the good and the bad in all 
fields of endeavor but ‘We general practitioners 
are weeding out the ‘bad’ in our group.” 

“The American Academy of General Practice is 
certainly more progressive in its requirements of 
continuous postgraduate training than the Board of 
Surgery which requires only a minimum period of 
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training with no required study after certification. 

*When Dr. Graham speaks of the trained surgeon 
and the untrained general practitioner, he com- 
pletely ignores the concepts of formal and informal 
training.” the Academy member emphasized. 

General practitioners are not attempting to block 
the development of surgical specialization nor any 
other specialty program. Were Dr. Graham as well 
informed as some of his colleagues such as Dr. 
Philip Thorek and Dr. Waltman Walter (both loyal 
supporters of the A.A.G.P.) he would realize that 
no one feels the need for well-trained specialists 
more than the general practitioner. 

**Just as the modern surgeon or other specialists 
have sharpened their wits and skills so have the 
modern general practitioners improved their tech- 
niques and learned to recognize their limitations. 
. . « Just as specialization and board certification 
grew out of a need to protect the public, so did 
the resurrection of the family physician grow out 
of a public need.” 

Dr. Clateman asked the profession how it is 
going to develop good general practitioners by deny- 
ing them access to hospital beds, clinics, and oper- 
ating rooms. 

*Does he (Dr. Graham) fear the loss of his 
monetary advantage resulting from an operating 
room monopolized by boarded surgeons of any 
caliber?” the Pittsburgh doctor asked. 

“We general practitioners ask no special privi- 
lege; we desire no economic monopolies for a 
chosen few. We only ask a fair appraisal of our 
skills in any field, whether it be medicine, surgery, 
or other specialties, and that our privilege in hos- 
pitals be based upon the same fair standards as 
those of our specialist brethren.” 

Continuing he said, “I am sure that for every 
‘hungry’ general practitioner there is at least one 
‘hungry’ surgeon. I agree that the ‘hungry’ surgeon 
can be the most dangerous of men—whether he 
be board certified or not.” 

Dr. Clateman concluded his answer to Dr. 
Graham by urging that medicine not be influenced 
by the “little” men in the profession. Instead, “let 
general practitioner and specialist join hands in 
mutual respect and co-operation for the public 
good and the betterment of interprofessional 
relations.” 
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When low-calorie diets and passive guid- 
ance are not enough, ALTEPOSE provides 
active assistance for reducing your over- 
weight patient. Reducing becomes com- 
fortable and effortless, because ALTEPOSE 
1. Inhibits hunger 
For weight reduction 2. Reduces nervous tension 


3. Improves energy outpu 
THREE SYSTEMIC ACTIONS WITH mater pationts fect better— 


more active, more hopeful, and more co- 


operative. ALTEPOSE is thus a valuable 
adjunct to the dietary treatment of obesity. 

e p QO S e a Each ALTEPOsE tablet contains: 


Phenylpropanolamine HCl, Thyroid and Vinbarbital Delvinal® vinbarbital 

‘Propadrine’ exerts an anorexigenic effect, 
presumably through the hypothalamus,' 
and also affects the emotional pattern, It 
causes less central stimulation than am- 
phetamine.? When administered with 
Delvinal the therapeutic advantages of 
‘Propadrine’ are enhanced.* Thyroid facil- 
itates the depletion of depot-fat by increas- 
ing the metabolic rate. 


References: 1. Jolliffe, N.: Reduce and Stay Reduced, 
Simon and Schuster, New York, 1952, p. 2. 2. Tainter, 
M. L.: J. Nutrition 27:89, Jan. 1944. 3. Kalb, S. W.: 
M. Soc. New Jersey 39:584, Nov. 1942. 


The usua! dose is one ALTEPOSE tablet two or three 
times daily, taken one-half to one hour before meals. 


Division of Merck & Co., Inc. Philadelphia 1, Pennsylvania 
ues 


GP e Volume Vill, Number 6 


<i 

| 
= 
162 ee 


jpansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Span 


The revolutionary new oral dosage form 


brand of sustained release capsules 


What ‘Spansule’ capsules are 


Each ‘Spansule’ sustained release capsule contains scores 

of tiny medication-bearing coated pellets with varying 
disintegration times. Upon ingestion, part of the medication 
is released immediately; the rest is released gradually, 

yet uniformly, over a period of 8-10 hours, with therapeutic 


effect lasting approximately 10-12 hours. 


hours 4 8 12 


Note—by contrast—in this graph the sustained therapeutic 
effect with one ‘Spansule’ capsule. 


hours 4 8 12 


This schematic graph illustrates the typical “peak and 
valley” therapeutic effect with tablets, t.i.d. 


How ‘Spansule’ capsules differ from presently available 
“enteric-coated”’ and layered “‘timed-action” tablets 


‘*Enteric-coated” tablets are designed merely to protect 
the medication from absorption until it reaches the 
small intestine—to prevent nausea or irritation from 
certain drugs. 


Layered “‘timed-action’’ tablets simply release two in- 
dividual concentrated doses—to provide a full day’s 
medication with just one tablet. However, the thera- 


peutic effect of such preparations is no different from 
that obtained with ordinary tablets taken b.i.d. 


‘Spansule’ capsules, in marked contrast, provide a 
means of orally administering a drug so that a contin- 
uous and uniform supply of medication is made avail- 
able for absorption throughout the day—or night. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). (see other side) 
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Because of the advantages inherent in the ‘Spansule’ 
capsule dosage form, S.K.F. is working constantly 
toward the development of new ‘Spansule’ capsules 


incorporating adaptable therapeutic agents. 


The following Spansule{ sustained release capsules 
are now available: 


Dexedrine* Spansule capsules 


DEXTRO-AMPHETAMINE SULFATE, S.K.F. 


for day-long control of appetite in weight reduction 


Benzedrine* Sulfate Spansule capsules ‘©: 


AMPHETAMINE SULFATE, S.K.F. 


for relief of chronic tiredness 


Eskabarb”* Spansule capsules 


PHENOBARBITAL, S.K.F. 


for continuous, even sedation throughout 
the day—or night 


Smith, Kline & French Laboratories, Philadelphia 


tTrademark for S.K.F.’s brand of sustained release capsules (patent applied for). 
* Trademark. 
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Fall Building Fund Drive Gains Momentum in October 


Wuo made Building Fund news in October? Iowa 
unquestionably did the most outstanding job, with 
$1,295 in cash and $2,285 in pledges. Missouri ran 
a close second in the cash column, but produced 
only $460 in pledges. California came in third on 
cash and second on pledges. On the strength of 
their annual meeting, just completed, and a special 
letter to all California members, Dr. Charles Nelson 
believes his state will surge back into second place in 
total contributions, when the November figures are 
tabulated. New Hampshire should not be overlooked 
in distributing October laurels. Thirty-two per cent 
of its fifty members have contributed to the Fund, 
with a cash total of $1,018. That’s better, both in 
total and percentage-wise, than a number of states 
with three times that membership. 

Dr. John R. Fowler, Building Committee Chair- 
man, has called attention to the fact that the pledges 
are as important as the cash contributions. Once the 
minimum amount of cash, stipulated by the Board, 


has been accumulated, the balance of the total cost 
of the construction will be borrowed from a bank. 
(Two Kansas City banking institutions have already 
indicated their willingness to handle this financing.) 
Funds accumulated after the building is occupied, 
through the redemption of these pledges, will be 
used to pay off the bank loan. The Building Com- 
mittee and the Board, anxious to avoid the accumu- 
lation of interest payments over a long period of 
years—and eager to acquire full title to the property 
at the earliest possible date, have expressed the hope 
that by the time construction is started, there will be 
on hand pledge commitments sufficient to liquidate 
the loan within the following four years. 

In connection with what has previously been 
written about the need for this new building, it is 
interesting to note that working conditions have 
become so crowded in the Headquarters Office that 
the Executive Secretary recently renewed efforts to 
obtain additional space at our present location. At 


Gor the Aged and Senile Patient 


orAL ‘Metrazol 


—to help the geriatric patient with early or ad- 
vanced signs of mental confusion attain a more 
optimistic outlook on life, to be more cooperative 
and alert, often with improvement in appetite and 
sleep pattern. 

Metrazol, a centrally acting stimulant, increases 
respiratory and circulatory efficiency without over- 
excitation or hypertensive effect. 


Dose: 14 to 3 grains, | or 2 teaspoonfuls Liquidum, or 
the tablets, every three or four hours. 


Metrazol tablets, 114 grs. (100 mg.) each. Metrazol Liquidum, a wine-like flavored 15 per 
cent alcoholic elixir containing 100 mg. Metrazol and | mg. thiamine HCI per teaspoonful. 


Metrazol®, brand of pentylenetetrazol, a product of E. Bilhuber, Ine. 


BILHUBER-KNOLL CORP. 
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of misery, doctor, 
whenever 


cold... 


fo Ielieve 


NOSE” 


What mother . . . when her youngster 
has a “stuffed-up nose”’ . . . remembers 
your warnings about indiscriminate use 
of topical applications? 

Novahistine, taken orally, reduces 
nasal congestion promptly. It eliminates 
your problem of “‘overtreatment”’ be- 
tween office visits . . . and mother’s prob- 
lem of administering drops or sprays to 
a rebellious child. 


... she’s the picture 


she catches 


The vasoconstrictor agent® in Nova- 
histine causes no cerebral excitement 
and does not lose effectiveness with re- 
peated dosage. Its action is potentiated 
by one of the most effective, least toxic 
histamine antagonists.” 


NOVAHISTINE IS AVAILABLE 
AS A PALATABLE ELIXIR AND 
SMALL, EASY-TO-TAKE TABLETS. 


NASAL 
DECONGESTION 
--- WITH ORAL DOSAGE 


Each teaspoonful or tablet provides: 
(1) Phenylephrine hydrochloride... . . . 
(2) Prophenpyridamine maleate... .. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc., Indianapolis, Ind. 
*TRADEMARK 
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the present writing there appears little prospect of 
relief in that direction, barring the unanticipated 
removal of some other organization from the 


building. 


The following is a recap of chapter and member 
contributions and pledges, to October 30, 1953: 


Arkansas... 

California... 737 
180 


125 
1,295 
160 
35 
35 


Maryland. 

Massachusetts... 55 
220 
230 
115 
1,100 
New Hampshire. .............. 350 
New Jersey... 58 
New 15 
465 
North 205 
North oe 5 
385 
55 
15 


Rhode 


8,250 1,617 
2,800 80 
1,032 195 


415 


722 
1,085 380 
1,530 205 


405 


3,390 

2,875 330 

3,635 2,285 

1,371 540 
825 40 

2,155 140 


335 


1,126 
4,771 390 
1,550 1,200 
2,185 320 
690 40 
7,825 460 
25 20 
735 180 
255 30 
1,018 65 
2,133 197 
250 110 
5,201 1,105 
2,585 340 
90 20 
9,380 1,940 
1,090 150 
745 370 
2,513 825 


95 


2,400 
South 300 22 
Tennessee........ ecevecewsces 230 1,430 555 555 
260 12,520 560 6,356 
85 1,190 100 190 
10 370 40 225 
15 720 90 240 
120 630 230 330 
ee 75 1,250 250 1,915 
235 2,580 540 810 
Puerto 10 20 40 40 
$8,985 $100,763 $17,299 $36,669 
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prenatal 


nutritional 
supplement 


is more completely assimilated 
«+s more easily tolerated 


HERE’S HOW 
ULVICAL WORKS 


1 Water-soluble vitamins dissolve in stomach for 
quickest assimilation and conversion. 

2 Enteric ting over compound vit and 
minerals does not dissolve at gastric pH. These 
pass into duodenum intact. 

3 Enteric coating dissolves at duodenal pH, 
releasing calcium, phosphorus and iron. Iron 
available in the duodenum is more effective 
than that carried to the jejunum. 


4 Enteric coating over oil-soluble vitamins and 
vitamin B» dissolves in the jejunum at pH8+. 
Common nausea is thus prevented. 


Equally effective in geriatrics. 


(ULMER) 


EACH TABLET CONTAINS 
Vitamin A 1,500 USP units 
Vitamin D_.. 200 USP units 
Thiamine Chloride .. mg. 
Riboflavin ..2mg. 
Ascorbic Acid 16.66 mg. 
Calcium Pyrophosphate 

(Ca 150mg.P 120mg.) 7.5 gr. 
Ferrous Sulfate USP 

(Fe. 38 mg.) 3 gr. 
Vitamin E 2 mg. 
Dosage: One tablet 3 times a 
day asa oupplonent.& tablets 3 Mi poli 
times a day for therapeutic use. 


ULMER 
PHARMACAL COMPANY 
» Mi 


Oct. total Oct. total : 
state cash cash pledge pledge 

35 355 140 150 

350 100 175 

2,499 
130 

2,535 lef 
640 2) PAN SSS ) 

255 f/ 
1,520 
1780 | \ 
20 | 
340 
30 
295 
1,337 

250 
1,585 

775 | 

2,280 | 

150 | 

445 | 

1440 
eS 25 = 100 100 
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WITH DIHYDROCODEINONE* 


...a new, fast way to “get at” that deep-down cough, that 
overworked hack that gets patients out of bed in the early 
a.m. to call and tell you, “Doctor, that cough medicine just 
doesn’t seem to work.” 


New Gwialate with dihydrocodeinone can work for you— 
and does! Its gentle sedation soothes bronchial irritation, 
while its decongestive action in the throat give freer, easier 
patient breathing. 


Next time your early-morning patient says, “Doctor, I've got 
a cough I can’t get rid of’’—that’s the time for New Gwialate. 


Available in bottles of 1 pint and 1 gallon. 


(Exempt narcotic except in California. Registration num- 
ber required. In California, narcotic order required.) 


Each 4 cc. teaspoonful contains: 


* Dihydrocodeinone Bitartrate ... 0.3 mg. 
(Warning: May be habit-forming) 
Phenylephrine Hydrochloride 5.0 mg. 
Potassium Guaiacol Sulfate 70.0 mg. 
Ammonium Chloride 70.0 mg. 
Chloroform 0.0166 cc 
Menthol. .............. 1.0 mg. 
Alcohol 8% 


GEORGE A. BREON & COMPANY 
NEW YORK 18, N. Y. 


“by men or by mail... BREON 
quality at a competitive price” RF 
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increases the usefulness of oral aminophylline 


In the form of AmtNoprRox, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with AminopRox because gastric 

disturbance is avoided. 
Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspsea can be treated successfully with ora/ amino- 
phylline in the form of AMINopROx,. 


Aminodrox Tablets contain 1 1/2 gr. aminophylline with 2 gr. 
activated aluminum hydroxide. 

Aminodrox-Forte Tablets contain 3 gr. aminophylline with 4 
gt. activated aluminum hydroxide. 

Also available with 1/4 gr. phenobarbital. 
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Persons responsible for planning the recent symposium in Trenton are: Second row—(left to right) Chairman, Dr. Sidney Becker of 
Keyport; Secretary, Dr. Aaron H. Horland, Newark; Program Chairman, Dr. Harry Taft, Newark; Arrangements, Dr. Robert Verdon, 
Englewood; and Director, Dr. Thomas Coughlin, Jersey City. First row—(left to right) Director, Dr. Lovis Silverman, Salem; Modera- 
tor, Dr. Richard Chamberlain, Maplewood; President-elect, Dr. Vincent Campana, Jersey City; Treasurer, Dr. Arthur Trewhella, Jersey 
City; and Mr. Kenneth Gerard, who is public relations counsel for Lederle Company. 


News from the State Chapters 


THE second annual scientific session of the New 
Jersey chapter, which will be held December 9 
at Newark, N. J., will be an up-to-the-minute 
presentation of practical office consideration of diag- 
nosis and management of upper gastrointestinal 
syndromes, showing the relationship of psycho- 
somatic symptoms to both functional and organic 
disease. 

The guest lecturers will be Dr. Moses Poulson 
of Johns Hopkins University Medical School; Dr. 
E. D. Palmer of Walter Reed General Hospital; Dr. 
Emanuel Duetsch of Tufts Medical School; and 
Dr. Sarah Jordon of the Lahey Clinic. 

At a recent symposium on pediatric neurologic 
emergencies in Trenton more than 150 members of 
the New Jersey chapter attended. Experts in chil- 
dren’s brain and spinal injuries presented the 
program. The committee in charge (see cut) of the 
symposium announced that members attending this 
symposium received six hours of postgraduate study 
credit. 

Dr. Bonham Jones of San Antonio is the new 
president-elect of the Texas chapter following the 
election of officers at its annual meeting recently 
in Dallas. Other new officers are Dr. George V. 
Launey of Dallas, vice-president; and Dr. W. 
Weldon Harris of Austin, secretary-treasurer. 

Dr. U. R. Bryner, A.A.G.P. president, opened 
the three-day meeting by urging family physicians 
to keep their fees reasonable. “The gouging is done 
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by only a handful, but these few can give a black 
eye to the whole profession,” he cautioned. 

Dr. Bryner was also guest speaker at the Michigan 
chapter’s banquet which climaxed the “General 
Practice Day” activities at the annual Michigan 
State Medical Society meeting recently in Grand 
Rapids (see cut). One hundred seventy-four physi- 
cians heard Dr. Bryner speak on medical practice 
in England. Two former 4.A.G.P. presidents, Dr. 
Paul Davis of Akron, Ohio and Dr. E. C. Texter of 
Detroit, were present. 

A member of the Academy was chosen ‘Michi- 
gan’s Foremost Family Physician of 1953.” The 


A little chat. Dr. Frederick Luger, president of the Michigan 
chapter (left), chats with Dr. U. R. Bryner, A.A.G.P. president, 
during the General Practitioner Day festivities in Grand 
Rapids, where Dr. Bryner was guest speaker. 
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3 IRONATE capsules per day provide: FON 


Ferrous Sulfate, Dried 

Copper (as copper sulfate) 

Vitamin B, (thiamine hydrochloride) . . . , In IRONATE, your patient 

Vitamin B, (pyridoxine hydrochloride) . . ’ will benefit from the effects of 
Vitamin B,, (crystalline) 
Vitamin C (ascorbic acid) 
Folic Acid 

Calcium Pantothenate efficient hematopoiesis. 
Niacinamide 


Liver, Desiccated, NF... 2... 525 mg. 


all these agents necessary for 


IRON * VITAMINS * LIVER 
Philadelphia 2,Pa. for an accelerated hematinic response 


® 
Wijeth 
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honoree is Dr. William A. Stapleton, 76, known to 
Michiganders as “The Medicine Man.” 

The Seventh Annual Fall Postgraduate Clinic 
of Wayne County and Michigan chapters was held 
in East Lansing on November 11-12. 

The Arkansas chapter reports a good attendance 
at its sixth annual fall assembly October 14-15 
in Little Rock. Guest speakers were Dr. Alfred 
Kahn, Jr., Dr. Robert L. Henry, and Dr. J. B. 
Cross of Little Rock, Dr. Albert S. Dix of Mobile, 
Ala., Mr. J. H. Ross, director of Sanatorio “La 
Lux” in Morelia, Mexico, Dr. W. A. Fowler of 
Fayetteville, Dr. R. B. Robins of Camden, Dr. 
Frank Kumpuris of Little Rock, and Dr. James E. 
Dailey of Houston, Texas. Mr. Ross spoke on 
the problems of the general practitioner in Mexico. 

Dr. Andrew Krajec of West Salem has been 
elected the first president of the new Little Wabash 
regional chapter in Illinois. Dr. T. R. Young of 
Mt. Carmel is vice-president and Dr. Leslie W. 
Young of Fairfield is secretary-treasurer. The char- 
ter was presented to the chapter by the Illinois 
chapter president, Dr. W. H. Walton, in Fairfield. 
This is the forty-first regional chapter in Illinois. 
Twenty-five members attended. 

The Delaware chapter will hold its second annual 


scientific session at the Delaware Academy of 
Medicine Building in Wilmington on December 12. 
The program will include the following speakers: 

Dr. Thomas Durant, Temple University Medical 
School, Philadelphia; Dr. Meyer Naide, Woman’s 
Medical College, Philadelphia; Dr. Herman K. 
Hellerstein, Cleveland; Dr. A. Lee Lichtman, New 
York Postgraduate Medical School; Dr. James L. 
A. Roth, University of Pennsylvania Postgraduate 
School; Dr. Jacob J. Weinstein, George Washing- 
ton University; Dr. Elmer Hess, Erie, Pa.; and 
Dr. Donald Stubbs, George Washington University. 

Following the scientific session there will be the 
annual banquet-ball at the Brandywine Country 
Club where Dr. J. S. DeTar of Milan, Mich., will 
be guest speaker. 

Election of officers will be held at 9 a.m. pre- 
ceding the scientific portion of the meeting. The 
nominating committee has prepared a slate of 
candidates. 

The Oregon chapter announces two new compo- 
nent chapters—Portland Regional District and 
Eastern Oregon. Dr. Cecil Ross is president of the 
Portland chapter, Dr. Roswell S. Waltz is president- 
elect, and Dr. Raymond Reichle is secretary- 
treasurer. The officers of the Eastern Oregon chap- 


reinforced action 
in common infections 


antibiotic action of erythromycin 
chemotherapeutic 
effect of triple sulfonamides 


valuable especially in staphylococcal, 
streptococcal, and pneumococcal 
infections 


Each tablet contains 
Erythromycin . . . 100 mg. 
Sulfadiazine . . . 0.083 Gm. 
Sulfamerazine . . 0.083 Gm. 


Sulfamethazine . 0.083 Gm. [ Upichn | 


TRADEMARK 
THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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PELVIC 
TRACTION BELT 


Useful in treatment of slipped discs, sprains or 
minor fractures of vertebral processes, Con- 
structed of substantial duck, lined with 
canton flannel. Adjustable straps. Sizes 24 
to 48 hip measure. Spreader bar available. 
Send for full information. 


Manufactured by 


ZIMMER MANUFACTURING COMPANY 


DEPT. AB, WARSAW, IND. 
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ANDRIN 


PROTEIN ANABOLIC STEROID HORMONE COMBINATION 


With Combandrin, the tired. elderly patient lacking the 
metabolic support supplied in earlier years by gonadal 
hormones can often be made stronger, more alert. For- 
mation and retention of protein are promoted, aging bone 
can be given a “new lease” on life, and mental and emo- 
tional reactions may be favorably influenced. More per- 
sons can “live”—not merely exist—in their sixties, seven- 
ties and eighties. For, the overall results of Combandrin 
therapy (balanced androgen-estrogen steroid therapy) 


in the aged “is a lessening of the degenerative state . . .” 


Kountz, W. B.: Ann. Int. Med. 35:1055, 1951. 


SUPPLIED: Each cc. contains 1 mg. estradiol benzoate and 20 
mg. testosterone propionate in sesame oil, for intramuscular in- 
jection. In single-dose disposable Steraject® cartridges and in 
10 ce. multiple-dose vials. 


Also, Combandrets* — androgen-estrogen combination in con- 
venient tablet form for absorption by transmucosal route. 


DIVISION, CHAS, PFIZER & CO., INC. * TRADEMARK 
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ter are Dr. Franklin Younker, president, and Dr. 
Louis Feves, secretary-treasurer. 

At the Oregon chapter’s sixth annual meeting 
in Portland October 14, Dr. J. S. DeTar of Milan, 
Mich., was guest of honor. This was an evening 
meeting held during the state medical association’s 
session. 

The fifth annual scientific assembly of the 
Georgia chapter was a two-day meeting October 
16-17 in Savannah. Four different subjects— 
pediatrics, obstetrics and gynecology, medicine 
and surgery—were presented by twelve leading 
authorities in the country. Dr. Harold Smith was 
chairman of the local arrangements committee and 
Dr. Freeman Simmons was in charge of the program 
committee. 

April 21-22 are the dates for the Kentucky chap- 
ter’s third annual scientific meeting. 

The Minnesota chapter sponsored a fall re- 
fresher course November 4 in St. Paul. 

Good press notices, an excellent scientific pro- 
gram, and the best attendance the lowa chapter has 
ever had, made its annual meeting September 24—25 
a very successful occasion. 

New officers were elected at this meeting in Des 


Moines. Dr. Paul F. Chestnut of Winterset was in- 
stalled as president, Dr. Frank D. McCarthy of 
Sioux City was named president-elect, and Dr. Wil- 
liam M. Sproul is secretary-treasurer. A new di- 
rector is Dr. C. H. Stark of Cedar Rapids. Delegates 
to the A.A.G.P. meeting in Cleveland are Drs. Floyd 
A. Burgeson and Donald H. Kast. Dr. Burgeson is 
filling the vacancy left by Dr. Sproul when he was 
elected to the Academy’s Board of Directors in 
St. Louis. 

Dr. Rudolph A. Damiani of Waterbury was in- 
stalled as president of the New Haven (Connecticut) 
County chapter recently at its annual meeting in 
Waterbury. Dr. Evan J. Whalley is the new presi- 
dent-elect and Dr. Richard B. Elgosin of Hamden 
was re-elected secretary-treasurer. 

A program on cancer sponsored by the West 
Virginia chapter and the West Virginia Cancer 
Society was held recently in Huntington. 

The New Hampshire chapter held its annual 
meeting recently at the Dartmouth Medical School 
in Hanover. Eight guest speakers were on the 
program. 

Three physicians from the University of Minne- 
sota Medical School presented the recent two-day 


NOW AVAILABLE! 


In rauwolfia therapy — A single known entity with 


predictable results 


Serpasil 


(PESERPINE CIBA) 


A pure crystalline alkaloid of Rauwolfia serpentina 


A safer tranquilizer-antihypertensive, for mild, grad- 
ual, sustained lowering of blood pressure without 
serious side effects. Effective alone or in combina- 
tion with other antihypertensive agents. Uniform 
potency. No tolerance developed, no contraindica- 


tions reported. 


Serpasil is available at all prescription pharmacies. 
Tablets, 0.25 mg. and 0.1 mg.; bottles of 100. 


(CUDA Summit, New Jersey 
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Major advance in dermatitis control: 


The new direct approach to the control of der- 
matitides is hormonal, enlisting the antiphlogis- 
tic and antiallergic potency of compound F— 
foremost of the corticosteroid hormones. 


The new objective is adapting corticoid therapy 
to simple inunction treatment, and obtaining re- 
lief in various forms of dermatitides within days 
—sometimes within hours. 


The new attainment is Cortef Acetate Ointment, 
which rapidly controls edema and erythema, 
halts cellular infiltration, arrests pruritus in such 
harassing skin problems as atopic dermatitis, con- 
tact dermatitis, pruritus vulvae and ani, neuro- 
dermatitis, and seborrheic dermatitis. 


Supplied: Cortef Acetate Ointment is available in 5 
Gm. tubes in two strengths—2.5% concentration (25 
mg. per Gm.) for initial therapy in more serious cases 
of dermatitis, and 1.0% concentration (10 mg. per 
Gm.) for milder cases and for maintenance therapy. 


Administered: A small amount is rubbed gently into 
the involved area one to three times a day until defi- 
nite evidence of improvement is observed. The fre- 
quency of application may then be reduced to once a 
day or less, depending upon the results obtained. 


TRADEMARK FOR UPJOHN’S BRAND OF HYDROCOPTISONE 


A product of Upjohn 


for medicine... produced with care ...designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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scientific meeting of the South Dakota chapter at 
Huron. Dr. Donald W. Freeman, Dr. Rodney F. 
Sturley and Dr. David I. Seibel spoke on gyne- 
cologic disorders. 

The Alameda-Contra Costa (California) chapter 
has sponsored a series of Tuesday evening lectures 
which began September 22 and ended December 8. 
These, entitled, “Medicine for the General Prac- 
titioner,” were held under the auspices of the Uni- 
versity of California School of Medicine in Oakland. 

The fifth annual scientific assembly of the Missis- 
sippi chapter was held September 16-17 in Jack- 
son. Five noted out-of-state physicians were guest 
speakers. The scientific program was presented by 
Dr. Guy A. Caldwell of New Orleans, Dr. Thomas 
F. Frist of Nashville, Tenn., Dr. O. Randolph Bat- 
son of Vanderbilt University Hospital, Nashville, 
and Dr. E. C. Hamblen of Duke University, Dur- 
ham, N. C. Past Academy President, Dr. R. B. Rob- 
ins of Camden, Ark., was guest speaker at the ban- 
quet. A dance was held following the dinner. 

Ladies’ entertainment included a tour on the first 
day and a style show ending with a tea at the gov- 
ernor’s mansion. 

Dr. Esmond A. Fatter was installed as president 
of the Orleans (Lovisiana) chapter at a recent meet- 
ing in New Orleans. He succeeds Dr. C. P. Cabibi. 
Other officers installed were Dr. Charles Robinson, 
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vice-president; Dr. Cosmo J. Tardo, secretary, and 
Dr. Theo F. Kern, treasurer. 

The Florida chapter held its fall meeting Septem- 
ber 13 at Tampa. Following a meeting of the board 
of directors, a luncheon was held for more than 50 
members. A symposium on cardiovascular diseases 
was presented by Academy members, Dr. Walter 
Sackett, Thowald D. Sandberg, Leonard L. Weil, 
Leon S. Eisenman, and guests, Dr. Daniel Zimmer- 
man and Dr. David Brezin. This chapter will hold 
its annual meeting April 25, 1954 in Hollywood, Fla. 

A three-day meeting of the North Carolina chap- 
ter was held October 18-20 in Chapel Hill under 
the auspices of the University of North Carolina. 
The program which began on Sunday included a 
pathologic coaference, two speeches—one on “Gen- 
eral Practice, North Carolina Style,” and the other 
on “The Humanities in Medicine” —plus a business 
meeting and meeting of the board of directors. 

The Monday program which included papers 
given by physicians on the staff of the University’s 
medical school, a clinical conference, and a panel 
discussion on the management of trauma, was high- 
lighted by a president’s banquet and ball. 

The last day’s program consisted of panel dis- 
cussions, a clinical pathologic conference, and two 
scientific lectures closing with a business meeting 
of the board of directors. 
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“Now breathe out . . .” 
| 


ACADEMY MEMBERS reinforced action 
MAY NOW ORDER in common infections 


GIFT 


Subscriptions : 
for Howie ond Medi Eryjthrojsulfa 
| 


at $500 each 


(Half the regular Subscription rate) | 


There are undoubtedly many hospitals in every state that 


antibiotic action of erythromycin 


a copy of GP every chemotherapeutic 
medical student shou ave access to the wealth of soun a . : 
medical knowledge in every issue of this magazine. Chapters } effect of triple sulfonamides 


or members can render a real service to these institutions by 


giving them a subscription—and at a below-production-cost ° 
price! An attractive card announcing your gift will be mailed valuable especially mn staphy lococe al, 
to the fortunate recipient. streptococcal, and pneumococcal 


Orders should be marked “Gift Subscription” infections 


and mailed to 
CIRCULATION MANAGER 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 11, Mo. 


Each tablet contains 

Erythromycin . . . 100 mg. 
Sulfadiazine . . . 0.083 Gm. 
Sulfamerazine . . 0.083 Gm. 


Sulfamethazine . 0.083 Gm. [ Upjohn | 
TRADE MARK | Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


*“DUOTECH’ Milliampere 
Second (MaS) Integrator gives a 
revolutionary concept of accuracy 
in control 
with the fastest possible time of 
exposure. You get radiographs 
of consistent density regardless 
of power line conditions or other 
factors . . . and the shorter ex- 


research 


posure time gives sharper detail. 


*The ‘DUOTECH’ Simplified 
@ Technique reduces the usual 3 
operational steps to 2. The Tech- 
nician makes only 2 selections: 
MaS and PKV. [t's easier 


and faster, while giving complete 
protection to the X-ray tube 


creator of push-button controls 
now brings you an important 
advance in X-Ray Technology: 


“DUOTECH” controt 
UNIT* 

with the “DUOTECH” you get 

consistently better results with 

MODERATELY PRICED equipment, 

formerly obtainable only 


F. MATTERN MFG. CO. 


F. Mattern Mfg. Co. 
with the most expensive! | 4635-59 No. Cicero Ave. 


| Gileage 90, Giinels 0 Have your dealer call for 


| appointment 
send today for free booklet } — 
City State Phone 
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Reflects in your patients... 


a fresh response and 


a vigorous 
improvement 


afitiane ric ineraeoy 


activated 


In Armatinic Activated, the hemopoi- Each ARMATINIC ACTIVATED 
etic factors activate and potentiate cme tate. 
each other in their interrelated role 
i Crystamin . 
in producing mature red blood cells. Folic Acid 
Ascorbic Acid 
(Vitamin C) 
**Liver Fraction Il (N.F.) with 
Desiccated Duodenum. .350 mg 


*The Armour Laboratories Brand of Crystalline 
**The liver is partially digested 


THE ARMOUR 
AN. LABORATORIES “the Armo 
A DIVISION OF ARMOUR AND COMPANY with duodenum during manufacture. 
Supplied in bottles of 100 and 1000. 
Also available: Armatinic Liquid, bottles of 


CHICAGO 11, ILLINOIS 
8 oz. and 16 oz. 
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-NON-NARCOTIC 
_NON-BARBITURATE 
NON-ACID 


EACH TABLET CONTAINS 


analgesic 


Acetyl-p-aminophenol ............ 300 mg. 


anti-depressant 


Raphetamine (racemic amphetamine 
phosphate, monobasic) ............. 2 mg. 


relaxing 
Metropine® (methy! atropine nitrate) 0.5 mg. 


Supplied in bottles of 100 and 1000 


Average Adult Dose: 
1 to 2 tablets every 3 te 4 hours. 


Miasonburgh 


R. J. STRASENBURGH CO., ROCHESTER, N.Y., U.S.A. 
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All Leading Pharmacies 


Syrup Sedulon® 'Roche, ' 


although non-narcotic, is 
so effective that it can 
often be used in place of 
codeine... mild sedative 


action... pleasant taste. 
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eee fOr wide-spectrum 
antibacterial therapy. 
Each Gantricillin-300 
tablet provides 300,000 
units of penicillin PLUS 
0.5 Gm of Gantrisin®-- 
the single, soluble 


sulfonamide. 
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Acetate (cortisone acetate, Schering) Tablets, 5 mg. and 25 mg.; 
Injection, 25 mg. per cc., 10 cc. multiple-dose vials; 
Ophthalmic Suspension—Sterile, 0.5% and 2.5%, 5 cc. dropper bottles. 


CORPORATION - ELOOMFIELD, NEW JERSEY 


In Canada: Schering Corporation, Ltd., Montreal. 
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a selective alkaloidal extract (the alseroxylon fraction) of Rau- 
wolfia serpentina, freed from the inert dross of the whole root 


Brings New Efficacy... 
Greater Safety... 

Lessened Side Actions... 

A New Sense of Well-Being... 


NOTE THESE ADVANTAGES 


@ Moderate, gradual lowering of blood pressure—a slow, 
smooth hypotensive effect... 


@ Rapid relief of associated symptoms usually before objective 
changes are noted... 


Gentle sedation (without somnolence)... 


Mild bradycardia, appreciated especially where tachy- 
cardia has led to anxiety... 


Virtually no side effects... 


Dosage not critical—increased dosage (beyond usual 
effective) produces neither excessive drop in tension nor 
severe side actions... 


@ No known contraindications... 


. 
& 


For Every Type and Grade 


A 


Riker 


Rauwiloid Preparation 


In Mild and Labile 
Hypertension... 


RAUWILOID 


In Moderate to Severe 
Hypertension... 


RAUWILOID+ 
VERILOID® 


In Intractable or Rapidly 
Advancing Hypertension... 


RAUWILOID+ 
HEXAMETHONIUM 


Rauwiloid—for the first time—provides effective therapy. 
Symptoms rapidly disappear—are replaced by a new sense 
of tranquility and well-being. 
Gradually the blood pressure is moderately lowered, the 
pulse is mildly slowed. 


One dose per day, initially 2 tablets, usually adequate; after 
full effect is reached, 1 tablet per day frequently suffices as 
maintenance dose. Tolerance does not develop. 


Since action is apparently central, the dangers of postural 
hypotension are avoided. 


Rauwiloid combines well with other, faster-acting and more 
potent hypotensive agents, adding its own characteristic 
effects to theirs. 


Since the combined drugs appear to potentiate each other, 
smaller dosages of each usually suffice. 


Each tablet of Rauwiloid+Veriloid presents 1 mg. of 
Rauwiloid and 3 mg. of Veriloid. Initial dose, 1 tablet t.i.d., 
best after meals. Effective dose varies with individuals from 
3 to 8 tablets per day. 


At this dosage level side actions to Veriloid are greatly 
reduced. Relief of symptoms is produced rapidly, blood pres- 
sure is lowered, tranquility ensues. 

The combination of Rauwiloid+Veriloid, because of 
lessened side actions and freedom from postural hypotension, 
merits being first choice in moderate and severe hypertension. 


Each scored tablet provides 1 mg. of Rauwiloid and 250 mg. 
of hexamethoniumichloride dihydrate. The combination offers 
distinct advantagas. 

Dosage requirement for hexamethonium is markedly re- 
duced by Rauwiloid. Hence side actions are greatly lessened, 
in severity as well as incidence. 

The reduced blood pressure achieved appears more stable. 
Subjective improvement is striking. The patient experiences 
a welcome tranquility, appetite improves, and tachycardia 
is overcome. 


Contraindicated only when hexamethonium itself cannot 
be used 


Physicians are invited to send for a new brochure on the treatment of ‘‘Severe, Intractable Hypertension.” 


J RIES, IN Lasgo BEVERLY BLVD. « LOS ANGELES 48, 
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rheumatoid 
arthritis... 


Available as 10 mg. tablets in bottles of 25 


*Trademark for Upjohn’s brand of hydrocortisone (compound F) 


Upjohn The Upjohn Company, Kalamazoo, Michigan 


EMULSION 
with Brewers Yeast 


Zymenol | Safe, Easy Laxation 


TABLETS and GRANULES 


containing debittered brewer's 
dried yeast fortified with Vitamin 


B-1 


@ Non-habit forming 

@ Vitamin-B Complex from 
healthful brewers yeast 

@ Mild, gentle .. , yet effective 

@ No irritants or flushing agents ~ 


@ Break your patients’ laxative 
es = 


EFFECTIVE 
BOWEL 
MANAGEMENT 


CLIP AND MAIL THIS COUPON 

OTIS E. GLIDDEN & CO., INC. PLEASE J Zymenol EMULSION 

WAUKESHA 20, WISCONSIN SEND ( Zymelose TABLETS 
SAMPLES [] Zymelose GRANULES 


DR, 
CITY 
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Right Hand-Reiter's Disease. 


IF YOU TEACH—must constantly confer 
with students and associates on problems of 
identification and diagnosis . . . 


If you have a specialty which involves 
before-and-after changes—for example, 
plastic surgery—or skin diseases ... 


To get the most out of slides 
... right at your desk... in bright light 


Medical Division, Rochester 4, New York 


Same hand-Six days later. 


If you have large collections of 2 x 2-inch 
slides, are constantly adding—eliminating, 
substituting... 


Whatever your reason, if you show 2 x 
2-inch slides to small groups, you need a 
Kodaslide Table Viewer, Model A. 


It embodies projector, black Kodak DAY- 
VIEW Screen and slide changer in one 
compact, lightweight unit. Ideally suited for 
showings at desk. Gives almost 5x magnifica- 
tion with full justice to the color and detail 
of transparencies. Finger-touch focusing. 
Plunger type slide changer accepts 75 card- 
board or 30 double-glass slides. Price $97.50, 
subject to change without notice. 


For further information see your photo- 
graphic dealer or write: 


EASTMAN KODAK COMPANY 
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- Serving medical progress through Photography and Radiography al : 
TRADE- MARK 


1. Sugar coating 


2. One-half the sulfonamide dose 


3. Acid-resistant coating 


4. ‘Ilotycin’ plus one-half the sulfonamide dose 


Laminated construction assures maximal utilization of ‘Totycin’ 
and produces a more constant blood level of sulfonamides. 


The recommended daily dosage (3 tablets four times a day) 
provides 600 mg. of “Totycin’ and 4 Gm. of triple sulfonamides. 
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‘Ilotycin’ noel 
av 
practical dosage f — in the following 


of sulfadiazine. sulfamerazine- and gulfamethazine- 


* Equal parts 
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sLOTYCEN yen’ LILLY): cRySTALLINE: 
or 200 mg- tablet. 
Dosage: 200 mg- every four to six hours: 
| 
0.33 Gm. mixed =ulfonamides” per tablet. Dosage: tablets 
four times daily- 

LOTYCIN- CABRBONATE- CRYSTALLINE? 
py Junior panel—100 mg; ‘Jlotyci” 

> 
per teaspoonful (5 ce-)- Dosage: Thirty-poun4 child, teaspoonful 
every ours; others: in proportion to weight. In 60-ce- pottles. 
YCIN-SULES FOR oRnAL sUSPENSION _aste-Tested 
2 by Junior panel—100 ‘Jlotycin” plus 0.5 Gm. mixed 
<ulfonamides” per teaspoonful (5 Dosage? Thirty -pound child, 
thi : 1 teaspoonful every six hours; others, in proportion to weight. . 
yLOTY CEN? CRYSTALLINE: per Gm. 
Dosage: Apply to the affected area three or four times daily- 
In Y-ounce counce, and j-pound packages 
OF ERYTHRO | 
| 


Non-barbiturate Sedamyl® is effective across the whcle widely ranging anxiety-tension syndrome... 
effective in 90 per cent of cases.! And unlike commonly used sedatives, Sedamyl dees not bounce 
the anxious patient back and forth between hypnosis and hangover. Sedamyl provides mild sedation, 
relieves anxiety but does not tamper with acuity — Sedamy] patients stay “on the job,” stay out of 


the barbiturate fog. Tebrock! says that Sedamyl is an “unusually safe and practical” sedative 
for daytime use. 


SEDAMYL 


[AceTYLBROMDIETHYLACETYLCARBAMID, SCHENLEY] 


2 
relax anxiety, transform tension into a smile oo 


Sedamy] is available in bottles of 100 tablets, each w —=- 
providing 0.26 Gm. (4 gr.) acetylbromdiethylacetylcarbamid. 


1. Tebrock, H. E.: M. Times 79:760, 1951. 


schen ley Laboratories, Inc., Lawrenceburg, Indiana 
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LILY HARMON 


Functional Uterine Bleeding 


A NEW DRUG FOR TREATMENT AND PREVENTION 


Phas: DOES a single drug initiate an entirely new concept of 
treatment of a specific medical problem. The clinical implications of 
BLuTeENE in antimenorrhagic therapy are extensive and unique. 


BLuTENE is indicated for menometrorrhagia, exerting its effect by 
neutralizing certain heparin-like substances present excessively in the 
blood. The drug is orally effective, usually well-tolerated—and is 
unrelated, structurally, to the estrogens. In many cases, BLUTENE 
will control menorrhagic symptoms within one course of treatment. 
Recurrences are infrequent and often respond to additional 

BiuteneE therapy when they do occur. 


Following a clinical study of BLurene, in which 58 of 63 patients were 
improved with treatment, Lathrop and Carlisle! concluded that “‘in 
selected patients, the use of oral toluidine blue is an effective 
treatment of hypermenorrhea.” 


The range of effective treatment of idiopathic uterine bleeding has 
been significantly widened with BLurene. Often, patients who were 
unimproved with other forms of treatment will respond successfully 
to BLutene. Others who have experienced recurrences from previous 
therapy may likewise find complete relief when given BLUTENE. 


BuuTeNE is supplied in 100 mg. tablets, sugar-coated, bottles of 25 and 


100. Write today for complete descriptive literature. 
Abbott Laboratories, North Chicago, IlIlinois. Abbott 


1, Lathrop, C. A., and Carlisle, W. T., Oral Toluidine Blue in the Treatment 
of Hypermenorrhea, Amer. J. Obst. & Gynec., 64:1376, December, 1952. 


x* > 2, 


TRADE MARK 


CTOLONIUM CHLORIDE, ABBOTT) | 


‘ 


An Oral 
Nonhormonal 
Agent 
*IMPORTANT: BLuTENE 
should be used only after adequate gynecologic 


examination has ruled out malignancy 
as the cause of bleeding. 
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A DRUG OF CHOICE orally in infections caused by staphylococci, streptococci and 
pneumococci—especially when the cocci resist penicillin and other 
antibiotics or when patients are sensitive to other antibiotics. 


A DRUG OF CHOICE against staphylococci—because of the high incidence of staphylococci 
resistant to penicillin and broad-spectrum antibiotics. 


A DRUG OF CHOICE because it is less likely to alter normal intestinal flora than the 
three broad-spectrum antibiotics; gastrointestinal disturbances 
are rare; no serious side effects reported. 


Use ERYTHROCIN in pharyngitis, tonsillitis, otitis media, sinusitis, bronchitis, 
pneumonia, scarlet fever, erysipelas, pyoderma, certain cases of 
osteomyelitis, and other indicated conditions. 


DOSAGE Average adult dose is 200 mg. every four to six hours. Specially- 
coated ERYTHROCIN tablets (100 mg. and 


200 mg.) available in bottles of 25 and 100. Abbott 


Wirede Mark for Erythromycin, Abbott Crystalline 


FOR LITTLE PATIENTS: Pediatric ERYTHROCIN Suspension 


Tasty. Stable. 


Ready-mixed 


| 


A new oral diuretic 


for treatment of 


eardiae edema 


LEDERLE LABORATORIES DIVISION amenscav Granamid comeavy 30 Rockefeller Plaza, New Yq 
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DIAMOxX is a new product developed in 
American Cyanamid research labora- 
tories. It is a potent, remarkably non- 
toxic inhibitor of the enzyme, car- 
bonic anhydrase. 


DIAMOX is neither a gastrointestinal 
nor a renal irritant. DIAMOX has no 
cumulative toxic effect, even when 
administered as indicated for an in- 
definite period. 


| 
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Clinical studies have shown that many 
cases of cardiac edema which previously 
required mercurial therapy have been 
maintained edema-free on DIAMOX 
alone. These patients do not show the 
fluctuations in fluid and weight which 
characterize intermittent treatment 
with mercurials. 


DIAMOX should not be used with or 
immediately following administration 
of ammonium chloride, since the aci- 
dosis produced by ammonium chloride : 
appears to block the action of DIAMOX. 1 | 
After a single morning dose of DIAMOX + 

(5 mg. per kg.), a copious diuresis last- Edemat > 
ing 6 to 12 hours results, allowing for + + 
an undisturbed night. 


N 


Weight in Pounds 


$ 


17 19 21232527293 2 
OCTOBER 


+ 
+ + ¢ + 


DIAMOX, 250 mg/d.—Chart shows effects of administration 

at of ambulatory patient (female, 47 years o 

250 tablets should be with chronic rheumatic heart disease. Patient previously 

SGmnIStEreS CAC MOTHING, OF every required mercurial injections every 2 to 3 weeks. (Based on data 

other day, according to weight). from Belsky, H.: Personal communication, October, 1953.) 


Not a mercurial or 


methylxanthine derivative 


JSederle 
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You can’t always tell 
a book by its cover 


@ The Viso-Cardiette’s shipping carton is 
scientifically designed not only to provide 
safe transportation DIRECTLY to the user, 
but as the most convenient means for the 
instrument's RETURN to Sanborn Com- 
pany, should it not be satisfactory after 
the no-obligation PRE-PURCHASE test. 


A test record is taken on each 
Viso-Cardiette, just prior to packing for 
shipment, as final proof of its per- 
formance. This is Sanborn Company’s 
way of assuring the new owner that his 
instrument will record accurately the 
actual potentials encountered in clinical 
electrocardiography. 

The record shown at right is a speci- 
men of these proving tests. Not of 
physiological origin, the wave forms 
registered in this record were produced 
by an electronic device in order that a 
selected variety of voltage forms could be 
applied to the Viso, through its 
patient cable, and in this way show 
on one record that the instrument’s 
characteristics will suit these wave forms. 

Of special note in this record are 
conclusive proofs of the Viso’s complete 
suitability, such as (1) the clearly 
registered notch in the R wave, 
showing response to rapid fluctuations, 
(2) the tiny positive and negative 
deviations in the baseline, showing that 
a pulse as small as 0.02 mv can be 
recorded clearly at normal sensitivity 
levels, the level base line, and the 
S-T segment (3) recorded on the iso- 
electric line as it actually existed in 
the applied voltage. 


Complete descriptive literature on the 
Viso-Cardiette, and details of an exclusive 15-day 
trial plan will be sent gladly on request. 


In addition to providing UNDISTORTED INFORMATION, 
Viso-Cardiette records have these advantages . . . 

@ They are in standard rectangular @ Ordinarily, “AC” is eliminated 
coordinates, which means no cur- automatically and without a 
vatures of complexes or time ground wire by means of special 
lines, or negative time intervals circuits. 
with which to contend. @ The wide, ribbon-type baseline 

@ They may be standardized remains steady, even in locations 
during leads, as well as before. where there is great fluctuation 

of line voltage. 


Sanborn Company 


CAMBRIDGE 39, MASSACHUSETTS 
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Cortril 


brand of hy-drocortisone 


CORTRIL ACETATE TOPICAL OINTMENT 
in 1/6-ounce tubes in two strengths — 1.0% and 2.5% 


CORTRIL ACETATE OPHTHALMIC OINTMENT 
in 1/8-ounce tubes in two strengths — 0.5% and 2.5% 


CORTRIL ACETATE AQUEOUS SUSPENSION 
for intra-articular injection in 5-cc. vials, 25 mg. per cc. 


PFIZER SYNTEX PRODUCTS 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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A notable advance 


In this decade of medical history marked by brilliant progress in 
antibiotic therapy and hormonal research, a notable advance in 
anti-inflammatory therapy has been achieved through collaborative 
steroid research by the Pfizer and Syntex organizations. 


With the introduction of corTRIL Topical Ointment, corTRIL Ophthalmic 
Ointment, and corTRIL Aqueous Suspension, significant and definite 
local anti-inflammatory action is now possible without systemic effects. 


In a wide variety of dermatoses, CoRTRIL Topical Ointment rapidly 
relieves pruritus, local edema, erythema, and inflammatory infiltration. 


In external ocular disorders, coRTRIL Ophthalmic Ointment safely reduces 
local inflammatory edema and significantly inhibits fibrous tissue 
proliferation and corneal vascularization which can result in scarring. 


In inflamed joints, sprains, and bursitis, CORTRIL Aqueous Suspension 
provides marked decrease in pain, stiffness, and swelling, entirely 
through local action. 


The concurrent use of CORTRIL and TERRAMYCIN provides both 
anti-inflammatory and anti-infectious therapy — desirable as well as 
a useful precaution in many indications. 


the anti-inflammatory hormone 


Laboratories 
local anti- 


Dear Doctor: 
or 
Today you can dosage 
inflammatory "page represent only 
sve and medical 
re resentative slity of 3 
nounce the avai labs Lity, expanding 


j dosage 
complete lemmatory therapy 


ew fie 
sincerely yours» 
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reinforced action 
in common infections 


Eryjthrojsulfa 


antibiotic action of erythromycin 
chemotherapeutic 
effect of triple sulfonamides 


Carefree living enhanced by... 
cheerful guest rooms... private pool, ocean 
beach, cabana club . . . dining room and.°< 
cocktail lounge. 


Rates from $@ double, 
European Plan. 


valuable especially in staphylococcal, 
streptococcal, and pneumococcal 
infections 


SELECTED CLIENTELE 


G.S.PICKARD 
Managing-Director 


Each tablet contains 

Erythromycin . . . 100 mg. 
Sulfadiazine . . . 0.083 Gm 
Sulfamerazine . . 0.083 Gm. 


Sulfamethazine . 0.083 Gm. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


Write 
for Booklet 


at 43rd Street MIAMI BEACH! 


One gf the valuable uses of Thyroid 
IN HABITUAL ABORTION’ 


In a series of pregnancies complicated by true habitual 
abortion, 63.5% were associated with lowered thyroid 
function.” This lowered thyroid function is in contrast to 
that found in normal pregnancy, in which an early rise in 
serum protein-bound iodine occurs.'* Thyroid given 
early enough in pregnancy may diminish the tendency to 
abortion in cases in which there is no rise of 
serum protein-bound iodine. 


thyrar provides whole-gland thyroid 
medication at its best. Prepared from beef sources 
exclusively, thyrar undergoes is 
chemically assayed and biologically tested. How Supplied: 
Tablets of 14, 1 and 2 grains in bottles of 100 and 1000. 

(1) Perlmutter, M.: Metabolism 2: 81, 1953; (2) Jones, 


H G. E. S., and Delfs, E.: J.A.M.A. 146: 1212, 1951; (3) 
thyroid therapy Man, E. B., et al.: J. Clin. Investig. 30: 137, 1951. 


thyrar. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 


AN 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Jonson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 


Will Be Presented Annually To Five Medical Students 


To Help Them Pursue A Year Of Residency Training 


In General Practice 
Teecspionls will be chosen annually by the 

Appointed from the Leademy Membership by the Board of Diveolors of 

The American Apademy of General Practice 
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More Rapid Absorption 


Increased Toleration 


Greater Stability 


ACHROMYCIN, a new broad-spectrum 
antibiotic developed by the Lederle 
research team, has demonstrated greater 
effectiveness in clinical trials with the 
advantages of more rapid absorption, 
quicker diffusion in tissue and body 
fluids, and increased stability resulting 
in prolonged high blood levels. 


ACHROMYCIN exhibits a broad range 


of activity against beta hemolytic strep- 
tococcic infections, E. coli infections 
(including urinary tract infections, 
peritonitis, abscesses), meningococcic, 
staphylococcic, pneumococcic and 
gonococcic infections, otitis media and 
mastoiditis, acute bronchitis and bron- 
chiolitis, actinomycosis, mixedinfections 
and many viral and rickettsial diseases. 


ACHROMYCIN is now available in 250 
mg., 100 mg., and 50 mg. capsules, 
SpPERSOIDS® 50 mg. per teaspoonful 
(3.0 Gm.), Intravenous 500 mg., 250 
mg. and 100 mg. Other dose forms 
will become available as rapidly as 
research permits. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 
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1 choice for oral penicillin therapy 


Squibb 200,000 Unit Penicillin G Potassium T 


< 
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NOW 


the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 


INTRAMUSCULAR 
for dependable digitalization and maintenance 


when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 
Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 
Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR —1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY, INC. 
@ivision of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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THE NEW THERAPY THAT KEEPS FAT MOVING 


LIPOTRIAD presents unusually potent lipotropic and 
oxytropic principles to combat degenerative diseases 
caused by or associated with faulty fat metabolism 
and to offer nutritional support in such conditions. 


Prescribe LIPOTRIAD (Smith) 


1. In cirrhosis of the liver— to help 
return the liver to a measure of 
normal activity. 

2. In diabetes to ameliorate ar- 
teriosclerotic damage of the 
pancreas. 

3. In kidney disease— to help 
reverse early arteriosclerotic 
changes. 

4. In the geriatric patient —<cs a 
nutritional corrective. 

5. In atherosclerosis and arterio- 
sclerosis as an aid in preventing 
further arterial damage. 


Composition: LIPOTRIAD (Smith) is a 
potent, non-toxic, comprehensive mix- 
ture of choline; di-methionine, inosi- 
tol, vitamin By» and other B-complex 
vitamins. It contains no al I or 
sugar, and therefore can be pre- 
scribed ad lib. to diabetics. 


Available as a palatable, red-colored 
liquid or as pink capsules. 


Dosage: 5 cc. or 3 capsules, three 
‘times daily after meals. 


For complete information about 
LIPOTRIAD (Smith) drop a note 
on your prescription blank to 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 
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They'd decorate it all in an hour... 


all the patients who represent 


the 44 uses for short-acting N E M B U TA ty 


@ For every patient’s need . . . in many dosage forms 
yp y 


..in more than 44 clinical conditions, short-acting 
NeEMBUTAL offers these advantages: 


1. Short-acting NemBuUTAL (Pentobarbital, Abbott) can 
“ produce any desired degree of cerebral depression— 
try the 50-mg. 


from mild sedation to deep hypnosis. 
Sodium capsule. 


2. The dosage required is small—only about one-half 
For Brief and that of many other barbiturates. 
Profound 


Gpnets 3. Hence, there’s less drug to be inactivated, shorter 
try the 0.1-Gm. 


duration of effect, wide margin of safety and little 
(1%-gr.) NEMBUTAL tendency toward morning-after hangover. 
Sodium capsule. 


4. In equal oral doses, no other barbiturate combines 
quicker, briefer, more profound effect. 


Won’t you remember—and compare—these advantages 
the next time, and every time, you 


write a barbiturate prescription? Obbstt 
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nly Kolantyl gives him 
this four way 


WD 


errell’s antispas™' 
“pelladonn 


— Merre’ 
atropine 


Merrell 
pany... Proneer in Medici 
ne 


U 
Compare the four way action of in : 
your prescription for pep 
4A pntilysoz¥me 
ic that is more effective than 
backfire” - 
The Wm.S 


relief of 


peptic ulcer 


controls four important 
etiologic factors 


Appearance of active duodenal ulcer 
after 12 weeks ambulatory treatment 
with diet and Kolantyl, marked clini- 
cal improvement.! 


Prescribe Kolantyl for 
Prompt Relief of peptic ulcer, 


Every ulcer patient you gastritis, hyperacidity. 
° action: 
see wants RELIEF—prompt relief. 70 
Only Kolantyl*provides these minum hydroxide) for almost 
immediate, prolonged neutral- 
four therapeutic approaches to ization of acid without rebound. 
i Antipeptic (sodium laury] sul- 
F peptic ulcer: antacid, ‘ fate) inhibits necrotic action of 
antipeptic, antispasmodic and pepsin and lysozyme. 
: Antispasmodic (Bentyl) re- 
antilysozyme-demulcent. lieves painful spasm comfort- 
ably ; superior to atropine.” 
Demulcent (methylcellulose) 
Your Kolantyl prescription provides a protective coating 
represents one of the most complete of the ulcerated area. 
composition: 
peptic ulcer preparations Each tablet or 10 cc. Kolantyl Gel 
contains: 
available today. Give your next adnan... _ 
j ulcer patient economical Aluminum Hydroxide Gel . . . 400 mg. 
2 | f lief ibe Magnesium Oxide........ 200 mg. 
our way reilel...prescri Sodium Lauryl Sulfate... .. 25 mg. 
good-tasting Kolantyl. Methylcellulose......... 100 mg. 
dosage: 
* Prescribe two to four teaspoon- 


fuls Kolantyl Gel or two tab- 
lets (chewed for more rapid 


action) every 3 hours, or as 
needed for relief. 

O a Gel supplied in 12 oz. bottles — 
Tablets in bottles of 100 and 
1000. 


3. MUFFORD, A. R.t MICH. STATE MED. SOC. 49:1308, 1950. 


2. MCHARDY, G. AND BROWNE, D.: SOU. MED. J. 4551139, 1952. 
KOLANTYL®) T. 


for 125 Years CINCINNATI 


St. Thomas, Ontario 
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VIFORT 


CAPSULES 


vitamin A to 
times better absorbed 
from VIFORT than from 

comparable 
polyvitamin capsules’ 


synthetic 
vitamin D 


vitamin C 
five other Vi and 

vitamin E 
vitamins 


ENDO PRODUCTS INC. 


bottles of 30,100, 
q us polyvitamin in small particle size 
RT for maximum polyvitamin ion 


1 Oil dispersion (x133). Large irregular globules 

fail to mix readily with fecal mass. Phenol- 
phthalein is not evenly distributed to stimulate 
peristalsis. Action may be sporadic and evacuation 
incomplete. 


9 The fine oil emulsion (x133) of Agoral. The 

small, uniform globules and the phenolphtha- 
lein mix readily with the bowel content, produc- 
ing peristalsis by more uniform lubrication and 
stimulation. 


Which Laxative is Better — 


COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distasteful and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 


Agreeable to Sensitive Stomach 


The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution ot the active ingre- 
dients, more uniform clinical results. 

Its thorough admixture with the 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 

Mixed like Homogenized Milk 

Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 
WARNER -CHILCOTT LABORATORIES 


Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


Prescribe AG ORAL WARNER 
® 


PLEASANT AND GENTLY EFFECTIVE WITHOUT DISTRESS OR LEAKAGE 
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a DECREASES VAGINAL DISCHARGE 


PETECHIAL SPOTS QUICKLY FADE _@ 


Reich, 
of Monilial 8 Caprylie 
_ it was noted that even where a mixed infection wa 
2. Reich, W. J.; Nechtow, M. J.; Kurzon, A. _. present (monilia and trichomonas) clinical and labo- 


cures were effected with this medication.” 
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V aoin t S IRICHOMONAS vaGINALIS VAGINITIS. 
Caprylium ) 
RURITUS INVARIABLY FELIEVED 
thelial layers . . . allowing for 
RAPID CLINICAL AND LABORATORY “CURE adequate disper 
parts of the vaginal tract and 
‘ 
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TRICHOMONIAS 


NON-SPECIFIC BAC 
INFECTION 


METHOD 


CLEANSE « Thoroughly cleanse vagina of 
its discharge with a 6% sodium caprylate 
solution (dissolve contents of two 3 gm. 
packets Caprylium Powder in 100 cc. 
water). Allow the vaginal tract to dry. 


DEPOSIT « Deposit Caprylium Vaginal 
Creme or 1 Caprylium Vaginal Tablet in the 
posterior fornix. Where indicated, apply 
Creme also to labia and vulva, with 
gentle rubbing to cover the entire area. 


DOUCHE and DEPOSIT 
Patient is instructed to douche with 
Caprylium Solution nightly prior to deposit 
of 1 applicator dose of Creme or 
1 to 2 Caprylium Vaginal Tablets high 
into the posterior fornix. Caprylium 
Douche is prepared by dissolving one 
3 gm. packet Caprylium Douche 
Powder in 1 qt. warm water. 
Continued treatment throughout the 
menses is very important. 
In pregnancy, Caprylium Vaginal Tablets 
may be employed safely to term. 
Applicator should not be used after 
seventh month of pregnancy. 


The local anesthetic, Propazyl (propyl p-amino- 
benzoate) incorporated in Caprylium Vaginal 
Tablets and Creme reduces the severity 

and incidence of vaginal discomfort in cases 
of severe vaginal epithelial involvement. 


R. J. STRASENBURGH CO. f 
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Fibrositis of Gouty Origin... 


CINBISAL 


FOR THERAPEUTIC TEST AND MANAGEMENT OF GOUTY STATES 


Numberless instances of chronic, recurrent, painful 
involvement of the periarticular tissues represent 
stages of gouty arthritis; a therapeutic test with 
colchicine will frequently disclose the nature of the 
disease and open the door to specific therapy. 


Cinbisal provides colchicine (0.25 mg.) for spe- 
cific action against the gouty process; sodium 
salicylate (0.3 Gm.) for effective relief of pain; 
ascorbic acid (15 mg.) to replace vitamin C lost 
during salicylate therapy. 


DOSAGE «- IN ACUTE CASES—medical management 
includes two tablets Cinbisal (representing colchi- 
cine 0.5 mg. and sodium salicylate 0.6 Gm.) every 
hour until pain is relieved, unless gastrointestinal 
symptoms appear. (Eight to ten doses are usually 
sufficient. ) 


TO PREVENT RECURRING ATTACKS— one or two 
tablets every four hours. 

SUPPLIED— Bottles of 100 and 1000 tablets. 
(Engestic® coated green.) Samples on request. 


"Trademark 


LABORATORIES, INC., PHILADELPHIA 32, PA. 
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‘ failure... 


to lighten the load in con 


Calpurate’ is the chemical compound 
theobromine calcium gluconate. 
It possesses remarkable freedom from 
gastric irritation, and is thus well-suited 
to long-term management and prophylaxis. 


‘MALTBIE LABORATORIES, INC., NEWARK 1,.N. J, 


Usual adult dose 


® of Calpurate (500 mg:) 


*a myocardial stimulant and coronary dilator 


as well—valuable for trouble-free, prolonged cardiac 
if therapy. Also, in hypertension, Calpurate (500 mg.) 
with phenobarbital (16 mg.) is particularly valuable 
to relieve stress and improve circulatory efficien 
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ABSTRACTS 


If you couldn’t get to St. Louis last March, you can now 
do the next best thing. If you were there, here’s your re- 
fresher course on all the helpful information you heard and 
saw then, but have forgotten since. Four days of lectures and 
forty-seven scientific exhibits have been boiled down to their 
very essence and packed into 293 readable, useful pages. 
ANSWERS TO THESE QUESTIONS 

What early signs suggest glaucoma? 

How is penicillin useful in early rheumatic fever? 

What juvenile disabilities respond to therapy? 

How do you diagnose congenital hip dislocation ? 

What does phalangeal paresthesia indicate? 

What mistakes complicate electrolytic imbalance ? 

What are the advantages of invert sugar? 

What are twelve diagnostic signs in pernicious anemia? 
When is surgery indicated in Buerger’s disease? 

When is spinal anesthesia contraindicated ? 

What is the analgesic area in femoral blocks? 

What is the mortality in resected lung tumors? 

When do you look for Meckel’s diverticulum ? 

What five steps make constructive marriage counsel ? 

What is the antibiotic role in G.I. diseases? 

Unless you can answer all of these questions—and at least 


500 similar ones, you will welcome a copy of “Abstracts” 
on your reference shelf. 


There is nothing else like it in all medical literature! 


you can have the 


St. Louis Assembly 


on your own desk! 


—outlines of the lectures and 
scientific exhibits from the Fifth 
Annual Scientific Assembly— 
available now in book form 


for your personal references 


PROFUSELY ILLUSTRATED 


This book far exceeds previous editions in useful illustrative 
material. There are fifty-three charts, 129 photographs and 
157 drawings, all taken directly from the lecture and exhibit 
material presented at the St. Louis Meeting. 


QUANTITY LIMITED 


Because this book contains thirty more pages than the 1952 
edition and (with a proportionate increase in production 
cost) and because the estiong has no provision for absorbing 
the cost of unsold books, we have printed only 500 copies 
in excess of the pre-publication orders. We expect the supply 
to be exhausted much quicker than last year. But as lor 
as that supply lasts, you can still get a copy at the pre-publication 
price. 


ma $500 


COPY 


CHECK WITH ORDER, PLEASE 


Since the price covers only actual 
production and mailing costs, we ask 
your cooperation in avoiding un- 
necessary bookkeeping expense. 


USE THIS COUPON TODAY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


406 W. 34th St., Kansas City 11, Mo. 
Enclosed is my check for $ ___ for which please send 
me ____ copies of “ABSTRACTS” at $5.00 per copy. 


NAME 


ADDRESS 


STATE 
PLEASE PRINT 
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ON THE 


BENEFITS 
MILD TO 
SEVERE HYPERTENSION 


> hypotensive effect—gradual, safe, distinctive. 
> pulse rate is slowed, easing strain on heart. 
> symptomatic improvement—often dramatic. 
> tranquility without drowsiness. 

> well tolerated for months. 

> dosage requires no critical adjustment. 

> postural hypotension not induced. 


> protection against vascular traumatic 
accidents. 
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Doctor, would it be helpful to you in your 


practice to know that there is a food avail- 
able at reasonable prices in the stores 
the year round having these attributes: 


1. High public acceptance as to flavor and palat- 
ability —billions eaten annually. 


2. One of the best of the “protective”’ foods with a 
well-rounded supply of vitamins and minerals. 


3. Low sodium—very little fat—no cholesterol. 
4. Sealed by nature in a dust-proof package. 
5. One of the first solid foods fed babies. 


6. Can be easily digested by old folks as well as 
infants. 


7. Can be readily eaten out of hand, in milk shakes, 
on cereals, or in salads. 


8. Can be baked, broiled or fried. 


9. Can be used as an ingredient product in breads, 
pies, cakes and desserts. 


10. Useful in bland and low-residue diets. 
11. Mildly laxative. 


12. May be used in the management of both 
diarrhea and constipation. 


13. Can be used in reducing diets. 

14. Can be used in high-calorie diets. 

15. Useful in the dietary management of celiac 
disease. 

16. Useful in the dietary management of idiopathic 
non-tropical sprue. 

17. Useful in the management of diabetic diets. 

18. Valuable in many allergy diets. 


19. Belongs among foods useful in certain acute 
intestinal infections. 


20. A protein sparer. 

21. Favorably influences mineral retention. 
22. Useful in the management of ulcer diets. 
23. One of the easiest feods to eat or prepare. 


FOR THE NAME OF THIS FOOD, PLEASE TURN THE PAGE 
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The answer is 


BANANAS 


If you would like 


1. The authority for any of the statements 
made on the preceding page... 


2. Additional information in connection with any of them... 
3. The composition of the banana... 
4. The nutritional story of the banana... 


5. Information on various ways to prepare or serve bananas. 


Please feel free to write to 
Director, Chemical and Nutrition Research, United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 


NOW AVAILABLE! 


In rauwolfia therapy —A single known entity with 
predictable results 


Serpasil 


(RESERPINE CiBA) 
A pure crystalline alkaloid of Rauwolfia serpentina 


A safer tranquilizer-antihypertensive, for mild, grad- 
ual, sustained lowering of blood pressure without 
serious side effects. Effective alone or in combina- 
tion with other antihypertensive agents. Uniform 
potency. No tolerance developed, no contraindica- 
tions reported. 


Serpasil is available at all prescription pharmacies. 
Tablets, 0.25 mg. and 0.1 mg.; bottles of 100. 


Summit, New Jersey 


2/1933M 
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Each ce. contains: 


Dihydrocodeinone Bitartrate 0.365 mg. 


Orthoxine (methoxyphenamine,* 
Upjohn) Hydrochloride ......3.38 mg. 


Hyoscyamine Hydrobromide . . . 0.02 mg. 
Sodium Citrate....... 
* Beta-(ortho-methoxypheny! )- 


isopropyl-methylamine 


Available in pint and gallon bottles 


The Upjohn Company, K Michig 


GP « December, 1953 


cough control 
plus 
bronchodilatation: 


Orthoxicol 
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PRESCRIBE 


OF 
DHARMALY 


a really effective treatment 


for Seborrheic Dermatitis of the scalp 


... keeps scalp free of scales for one to four weeks 


In clinical trials with 400 patients'?* SELSUN Sulfide Suspension pro- 
vided complete control in 81 to 87 percent of all cases of seborrheic der- 
matitis . . . and in 92 to 95 percent of cases of mild seborrhea (common 
dandruff). SELSUN frequently proved successful after other recognized 
treatments had failed to produce satisfactory results. These studies 
showed that SELSUN stops itching and burning symptoms after only 
two or three applications . . . and that scaling is controlled for one to 
four weeks. 

Patients find SELSUN simple and pleasant to use . . . it is applied while 
washing the hair, then rinsed out. As a result, the scalp is left clean and 
odorless, and there is no oily residue to come off on clothing or linens. 
Toxicity studies'? show there are no harmful effects when used ex- 
ternally as recommended. 

Designed strictly for the medical profession, SELSUN is available only 
on a physician’s prescription. It is supplied by pharmacies 
everywhere in 4-fluidounce bottles with tear-off labels. Cb6bo0tt 
References: 

1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 


2. Slepyan, A. H. (1952), Ibid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 


NT 


MARK 


SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 
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Before treatment with Selsun 


- 


4 


J After six weeks of treatment 
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BETTER 
TOLERATED 


PRESCRIPTION 
ONLY 


1:3 UD ratio 


“... Biphetacel has been tested recently 
with excellent results. It contains the 1:3, I/d ratio 
of amphetamine phosphate together with methyl atro- 
pine nitrate (Metropine®) and sodium carboxy- 
methylcellulose (to reduce constipating effect of 
amphetamines). It has been administered to 236 over- 
weight patients over an average time of six weeks. 
The responses have been classified according to the 
patients’ subjective feelings in regard to appetite 
suppression, as follows: 14 patients—no effect; 30 
patients—slight effect; 105 patients—satis- 
factory effect; 87 patients—excellent effect...” 

S.C. Freed, M. D. —Newer Concepts in Treating 

Obesity, GP, Vol. Vil, No. 1, Jan. 1953 


STRASENBURGH 
ROCHESTER 14, N. Y., U.S... 


MAKES 
THYROID 
UNNECESSARY 


Racemic 


Dextro Amphetamine 
Phosphate 
Metropine® (methyl atropit 
nitrate, Strasenburgh) . 
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The small total dose required affords 
economy and virtual freedom from side actions. 


QUICK RELIEF 


LONG-LASTING 
REMISSIONS 


HP*ACTHAR Gel, subcutaneously or in- 
tramuscularly, gives quick relief in severe 
attacks of bronchial asthma, and may pro- 
vide long-lasting remissions. Patients 
refractory to all customary measures, in- 
cluding epinephrine, and even to other 
forms of ACTH, may fully benefit from 
HP*ACTHAR Gel. 

Used early enough, HP*ACTHAR Gel 
may become a valuable agent in prolong- 
ing the life span of asthmatic patients. 
ACTH “should not be withheld until the 
situation is hopeless” 
fEditorial, J. Allergy 23: 279-280, 1952. 


Pe, 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF ARMOUR AND COMPANY 


ACTHAR® IS THE ARMOUR LABORATORIES BRAND F ADRENOCORTICOTROPIC HORMONE—CORTICOTROPIN (ACTH). 
*HIGHLY PURIFIED 
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when 


nutritional 

reinforcement 
is 

necessary... 


Today, the concept of 
interrelationship in 
nutrition is widely 
recognized. For this 
reason, when special 
restrictive diets are 
prescribed, the physician 
will usually tend to 
supplement dietary 
intake with the most 
complete vitamin- 
mineral formulation 
available. “Clusivol” 
is an ideal preparation 
for such therapy. 


“SLUSIVOL” 


~=CAPSULES 


Multiple 
vitamin-mineral 
supplement 


REDUCING DIETS 


DIABETIC DIETS 


GERIATRIC DIETS 


POSTOPERATIVE DIETS 


PEPTIC ULCER DIETS 


LOW SODIUM DIETS 


HEPATIC DISEASE DIETS 


RHEUMATIC FEVER DIETS 


2 “Clusivol” Capsules 
(average daily dosage) provide: 


Vitamin A (synthetic) ........ 25,000 U.S.P. Units 


Vitamin D (irradiated 


2,000 U.S.P. Units 
Vitamin C (ascorbic acid) ............ 150.0 mg. 3 
Thiamine HCI (Bi) 10.0 mg. 
Riboflavin (Bs) 5.0 mg. 

Pyridoxine HCI (Be) 1.0 mg. 
Panthenol, equivalent to .............. 10.0 mg. 

of calcium pantothenate 

Vitamin Bis U.S.P, (crystalline)...... 2.0 meg. 
Folic acid 2.0 mg. 
Nicotinamide 100.0 me. 
Vitamin E (as mixed 

tocopherols natural) ................ 10.0 mg. 
Inositol . 30.0 mg. 
Choline—from choline bitartrate.. 30.0 mg. 
Biotin 0.1 mg. 
d-Methioni 20.0 mg. 
Cobalt—from cobalt sulfate ........ 0.1 mg. 


Copper—from copper sulfate........ 


1.0 
Fluorine—from calcium flvoride.... 0.025 mg. 


lron—from 4 gr. ferrous 
76.2 
Calecium—from dicalcium 
hosphat 165.0 


Manganese—from manganous 
sulfate 1.0 
lodine—from potassium iodide... 0.15 

Molybdenum—from sodium 


molybdate 0.2 
Potassium—from potassium sulfate 5.0 
Zinc—from zinc sulfate ............... 1.2 
Magnesium—from magnesium 

6.0 


Phosphorus—from dicalcium 


4 


No. 293—Supplied in bottles of 100 and 1,000. 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. « Montreal, Canada 
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“best compliments of the 
my Lords and Ladies 


and many of them” 


(a Christmas Toast of Medieval England) 
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PICKER X-RAY 
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the first 
compound 
effective against 
motion sickness 


daily dose 
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with just 4 tablets 


of new BONAMINE 


you can travel from... 
Boston to Bangkok—a 2 day trip 
... with new freedom from airsickness 


MOST PROLONGED ACTION 


Bonamine is the only motion-sickness preventive which is 
effective in a single daily dose. Just two 25 mg. tablets (50 mg.) 
will provide adequate protection against all types of motion 
sickness — car or boat, train or plane — for a full 24 hours in 
most persons. 


BRAND OF PARACHLORAMINE HCI 


FEW SIDE EFFECTS 


Clinical studies have shown, in case after case, that rela- 
tively few of the patients experienced the usual side effects 
observed with other motion-sickness remedies: less drowsi- 
ness, dullness, headache, dryness of the mouth, etc. 


Supplied: 25 mg. tablets, bottles of 100. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


#*TRADEMARK 
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this 
underweight 
patient 

could 


gain 15 pounds 


Micronized emulsion of coconut oil (50%) and sucrose (1242%) 


caloric boost 
without gastric burden 


New York 1, New York 


; 
i 
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ae 
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{____________. 
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OINTMENT 


as. DESITIN 


Ingredients: high grade 
Norwegian cod liver oil, 

zinc oxide, magnesium carbonate, 
lime water, emulsifiers qs. 


Pleasantly scented, non-staining, 
washes off readily with water. 
Wide-mouthed 4 ounce bottles. 
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unusually effective, soothing, 
non-sensitizing with the healing 
action of COD LIVER OIL in 


dermatitis venenata « sunburn 


atopic eczema « intertrigo 


pityriasis rosea e« insect bites 
industrial dermatitis 


CLEAR-CUT CLINICAL EVIDENCE** 
demonstrates that DESITIN LOTION is... 
unusually effective —‘dermatitis was either 
relieved, improved, or completely resolved” in 
almost every patient using DESITIN LOTION. Itching 
and irritation promptly alleviated. 

truly non-sensitizing —‘in no case was there 
a single instance of true skin sensitization despite 
prolonged use.” 

“fixotropic”—pesitin Lotion is “fixotropic”—re- 
maining in homogeneous, free-flowing suspension. 


samples and reprints on request. 


DESITIN CHEMICAL COMPANY 70 Ship St., Providence 2, R. |. 


1. Holland, M. H.: J. Med. Soc. New Jersey 49:469, 1952. 
2. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 
53:2233, 1953. 
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BRAKD OF OXYTETRACY 


Thé vadlue/ of 
severe sinusitis/ laryn 


PF 
Divisig ., Ing, Bréokl 
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ORDER | 


Here is the perfect answer to the perplexing gift problem for your general practitioner colleague, or that young 
student or intern in whom you nave a paternal interest. Nothing will be so appreciated as his own personal 
copy of GP each month. Translate a gracious Yuletide gesture of friendship into a thoughtful round-the-year 


invitation to share the pleasures and valuable knowledge in your magazine. In no other way can you make such 


an appreciated gift at so little cost. 


Card 


We will mail an attractive Gift An- 
nouncement, in time for his Christ- 
mas morning stocking. The subscrip- 
tion will start with the January issue. 
Half Rate for students, interns, and 
residents. For non-member physicians 
in active practice, the subscription 
is $10.00. 


USE THIS COUPON 


GP, Broadway at 34th, 
Kansas City 11, Mo. 


Please send a one-year Gift Subscription as follows: 
Active Physician $10.00; (] 

Student Intern Resident $5.00 

My check is enclosed. 

Please send the recipient a Gift Announcement bear- 
ing my name: 


Subscription for 
ame. 


Add 


City, State___ 


THE DOCTOR’S PERFECT GIFT 
> 
3 


FOR DIAPARENE CHLORIDE. 


(NO BORIC ACID) 


uf 


AT ANTI-ENZYMATIC SPECIFIC FOR “SORE-BOTTOM” 


IN THE NEWBORN AND PERIANAL DERMATITIS FROM DIARRHEA 


DIAPARENE PERI-ANAL is the first water-repellent to embrace 
the concept that perianal dermatitis may be caused by stool 
enzymatic action on the skin . . . by providing anti-enzymatic 


as well as antibacterial action. 


CONTAINS: Di-isobuty! cresoxy ethoxy ethyl di-methyl benzyl ammonium chloride 
monohydrate, zinc oxide, starch, cod liver oil and casein in a water-repelient base 


SUPPLIED: One ounce tubes and one pound jars 


AY ANTISEPTIC BABY POWDER PROMOTED AS BORIC ACID-FREE! ....... 
hr AY A NON-TOXIC, ANTISEPTIC DIAPER RINSE FOR AMMONIA DERMATITIS . xs 
hr AY [ WATER MISCIBLE OINTMENT FOR URINARY SKIN IRRITATIONS 


chp) PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 SECOND AVENUE, NEW YORK 10, N. Y.—TORONTO 10, CANADA 
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Index to Advertisers 


Abbott Laboratories 
...-4, opposite 186, 187, 201, 216-217 


Armour Laboratories 
24, 118, 144, 177, 194, 219 
Ayerst, McKenna & Harrison 


6, 126, 138, 220 
Becton, Dickinson & Co.......... 124 
Bilhuber-Knoll Corp.............. 163 
Bischoff, Ernst, Co., Inc.......... .135 
Breon, Geo. A., & Co....... . . 166-167 


Carroll Dunham Smith Pharmacal. .200 
Ciba Pharmaceutical Products 


Columbus Pharmacal Co.......... 137 
Desitin Chemical Co.............. 225 
Doho Chemical Corp............. 120 
Eastman Kodak Co............... 183 
Endo Products, Inc...............204 
136 
20 
Glidden, Otis E., & Co........... 182 


Hoffmann-La Roche, Inc... . opposite 178 


Lakeside Laboratories. . . .230, 3rd cover 
Lederle Laboratories 

_ 134, 188-189, 196-197, opposite 146 
Leeming, Thomas & Co........... 132 
Lilly, Eli & Co. 

wee 5, 25, 28, 121, 129, 184-185 


M & R Laboratories............. 10 
McNeil Laboratories, Inc..... . 208-209 
Maltbie Laboratories, Inc.......... 210 
Massengill, S. E., Co..............168 
Mead Johnson & Co. 

18, 150, 195, 4th cover 
128 
Merrell, Wm. S., Co. 

Nepera Chemical Co., Inc... ...... 22 


Pfizer Laboratories Div. of 
Chas. Pfizer & Co., Inc... .12, 154, 
172, 191-192-193, 222-223, 226 
Picker 221 
Pitman-Moore Co................ 164 


Riker Laboratories, Inc....... . 180-181 
omens, A. Go., Inc..........-. 142 
190 
Schenley Laboratories, Inc... . 186, 224 
1 


Sharp & Dohme, Inc...14-15, 152, 162 
Smith, Kline & French Laboratories 
8, opposite 130, opposite 162 


Squibb, E. R. & Sons............ 198 
Strasenburgh, R. J., Co. 

178, 206-207, 212, 218 
156 
Tatem Surf Club....... ...194 
Ulmer Pharmacal Co.............. 165 
fran (e..........:.. 213-214 


Upjohn Co., The. . 127, 130, 135, 151, 
155, 171, 174, 176, 182, 194, 215, 229 


Varick Pharmacal Co., Inc.........199 
Warner-Chilcott Laboratories... .. .205 
Warren-Teed Products Co......... 9 
Winthrop-Stearns, Inc............ 2 
Wyeth, Inc.......... 16, 158-159, 170 


Zimmer Mig. Co........... 


rheumatoid 
arthritis... 
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Available as 10 mg. tablets in bottles of 25 


*Trademark for Upjohn’s brand of hydrocortisone (compound F) 


Upjolan ric Company, Kalamazoo, Michigan 
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waterlogging... 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 
orthopnea and cardiac asthma. 


Ampuls of 1 cc., 2 cc., and 10 cc. vials. 


*Stead, E. A., Jr., in Cecil, R. L., and 
Loeb, R. FE: Textbook of Medicine, ed. 8, 
Philadelphia, W. B. Saunders Co., 

1951, p. 1065. 
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LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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TABLET 


NEOHYDRIN' 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER, 


PRESCRIBE NEOHYDRIN whenever there is retention 

of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 

the output of salt and water against a more 
physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 


eadership ta diuretic research 
l/é LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Natalins 


the new | capouler 


A nation-wide survey of practicing physicians 


revealed large size and large dosage to 


be the greatest deterrents to patient’s regular 


use of prenatal capsules. 


Natalins are designed to overcome the 


disadvantages of the usual large size, large dosage 


prenatal capsules, yet provide generous vitamin 


and mineral supplementation. Natalins’ small, 


easy-to-swallow size and small dosage of only 


3 capsules daily assure instant, as well as 


continued, patient acceptance throughout 


the stress period of pregnancy. 


Natalins 


Vitamin and Mineral Potencies 


3 capsules 
Nutrient supply 


Vitamin A 6000 units 
Vitamin D 600 units 
Ascorbic acid 100 mg. 
Thiamine 3 mg. 
Riboflavin 4.5 mg. 
Niacinamide 30 mg. 
Pyridoxine hydrochloride 0.6 mg. 
Calcium pantothenate 3 mg. 
Folic acid 1 mg. 
Vitamin B,2 (crystalline) 1 mcg. 
Iron (from ferrous sulfate) 22 mg. 
Calcium 375 mg. 
Phosphorus 188 mg. 


Natalins also contain traces of copper, 
zinc, manganese, magnesium and fluorine. 


Supplied in bottles of 100 and 500. 
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MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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